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G-2100 RETROACTIVE REIMBURSEMENT

The BLANCHARD, ET AL V. FORREST court judgment requires the
agency to reimburse the Medicaid enrollee certified on or after February
15, 1995 for part or all of any medical expenses paid by them beginning
three months prior to the month of application through receipt of the initial
Medical Eligibility Card (MEC).

To qualify for reimbursement, the following criteria must be met:
1)  The enrollee was Medicaid eligible for the date of service.

2) The agency has verified that the provider was an enrolled
Medicaid provider on the date the enrollee received service.

3) The bills must be for the period beginning three months
prior to the month of application through receipt of the
initial MEC or reactivation of the MEC. Reactivation
of the MEC would take place when an enrollee
of Medicaid status has an interruption in coverage,

‘ reapplies and is certified for coverage in a qualifying
Y Medicaid program, the certification period is usually
e twelve months.

4) The enrollee has not received reimbursement from
Medicaid, the Medicaid provider or received payment in full
by a third party entity.

5) The medical bills must be for medical care, services or
supplies covered by the program at the time the service was
delivered.

6) The enrollee must provide proof of payment to BHSF. Bills
which were paid in full by a third party (such as Medicare, an
insurance company, charitable organization, family or friend)
cannot be considered for reimbursement unless the enrollee
remains liable to the third party. It is a requirement that
continuing liability of the enrollee be verified.
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G-2100 Continued
Bills Not Eligible for Reimbursement

e Unpaid bills — refer the enrollee to the service provider with
instructions to present the MEC to the provider for biiling
purposes.

‘ e Bills paid by the enrollee after receipt of the initial
MEC or reactivation of the MEC.

e Bills paid to a non-Medicaid provider who does not
participate in the Medicaid Program.

The local office shall issue BHSF Form 1-RRP which is a part of the
decision notice for all enrollees determined eligible for a period prior upon
issuance of the initial MEC or reactivation of the MEC. The enrollee is
given 30 days to contact Medicaid to request consideration for
reimbursement.

. Effective 6/6/05, the MMIS Retroactive Reimbursement Unit is responsible
for processing retroactive reimbursement requests.  Field staff should

refer all retroactive reimbursement requests to the MMIS Retroactive

Reimbursement Unit for processing. The following procedure should be

followed:
e Scan and file all documentation directly into the financial
eligibility case record; and
e Send an e-mail to the MMIS Claims Processing/Recipient
Reimbursement Unit at medrrp@dhh.ia.gov letting them
know that there is a new request in the financial eligibility
case record. The case name and social security number
should be included for identification purposes.
Note: If information is scanned into ECR and an e-mail is
sent to medrrp@dhh.la.gov, do not send a
duplicate “hard copy” through the mail.
‘ —
Reissued February 13, 2006 ' 2 of G-2100
Replacing November 29, 2005 Retroactive Reimbursement

wt Text Deleted "ITALICS" Text Revised




Medicaid Eligibility Manual Application Processing

o G-2100 Continued
The mailing address is:
DHH/MMIS/Retroactive Reimbursement Unit

P.O. Box 91030
Baton Rouge, LA 70821-9030

MMIS Retroactive Reimbursement Unit Responsibilities

If it appears that the enrollee may be eligible for reimbursement,
the DHH/MMIS/Retroactive Reimbursement Unit staff will request
that the enrollee provide the following to them:

1. A copy of the bill(s) or other acceptable verification which
documents:

s Medicaid enrollee’s name,

o for doctor and hospital services; the date(s) of
‘ service, procedure and diagnosis codes, number
of units provided, amount billed, amount paid, and
verification of any private insurance payments;

« for pharmacy services: date filled, National Drug
Code, quantity dispensed, number of units provided,
amount billed, amount paid, and verification of any
private insurance payments;

e for Durable Medical Equipment: date(s) of service,
quantity, number of units provided, diagnosis and
procedural codes, documentation of medical
necessity from the doctor, amount billed, amount
paid, and verification of any private insurance
payments;

o for dental services: date(s) of service, diagnosis
and procedure codes per tooth, number of units
provided (adults limited to dentures or oral surgery
services only), amount billed, amount paid and
verification of private insurance payments; and

—
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 proof of any payment made by a third party (such as
Medicare, an insurance company, charitable
organization, family or friend) towards the bill.

2. Receipt(s) or other acceptable proof showing that the bill was
paid by the Medicaid enrollee or someone else. If paid by
someone else, proof that the eligible is still liable for repayment to
the individual who paid the bill.

BHSF Form RRP-V shall be used to request this information. The enrollee
shall be allowed 15 days to provide the requested documentation, and
upon request for additional time, given an extension. If an extension is
requested, no more than 15 additional days will be granted. Enrollees
who fail to provide the requested documentation or fail to request an
extension shall have the request for reimbursement denied using BHSF
Form 18-RRP.

Upon receipt of information from the enrollee, the MMIS
Retroactive Reimbursement Unit shall determine if the criteria to
qualify for reimbursement has been met. Reimbursements are made at
the Medicaid rate, less any Third Party payments.

If all criteria are met, a reimbursement check will be issued to the payee
at the Medicaid maximum allowable amount, along with BHSF Form 18-
RRP explaining the reimbursement decision.

If all criteria are not met, using BHSF Form 18-RRP, the enrollee shall
be advised that eligibility for reimbursement has not been established.
The enrollee shall be given a clear and concise explanation of the
reason(s) for ineligibility for reimbursement.

The enrollee will be notified of the final decision using BHSF Form 18-
RRP which will contain a detailed explanation of all payment and/or denial
information.

The MMIS Recipient Reimbursement Unit will file the agency’s copies of
all forms and documentation to support reimbursement in the Medicaid
enrollee’s financial eligibility case record.

—
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Recipient Refunds Due to Retroactive Eligibility Policy

If a recipient was Medicaid certified on or after February 15, 1995, the recipient may be
eligible for reimbursement of paid medical costs incurred from the first retroactive date
of Medicaid eligibility up until the recipient received a medical card. This does not cover
those recipients who had a medical card at the time service was delivered.

Providers who have provided Medicaid covered services to such recipients for periods of
retroactive coverage may choose to accept the recipient as a Medicaid patient
retroactively only after a Medicaid identification card is issued to the recipient.

Providers who agree to bill Medicaid must reimburse the patient immediately the full
amount they paid for the Medicaid covered services. Providers do not have the option to
refund only the Medicaid allowed amount for the covered Medicaid services; the
recipient must be refunded the amount they paid for the services. Providers may not
withhold a refund until Medicaid pays on the claim, nor may they apply the amount of
the refund to another outstanding balance without the recipient’s permission.

Providers who agree to reimburse recipients should follow established claim filing
procedures. Claims for dates of service less than one year old may be submitted to
Unisys as usual (EDI, pharmacy POS, or paper). Claims for dates of service between one
and two years old, and those over two years old, should be filed in accordance with
retroactive eligibility procedures on p. 25.

Providers who choose not to accept the recipient as a Medicaid patient retroactively
should not reimburse the recipient; the State will reimburse the recipient directly. A
provider’s ability to participate in the Medicaid program will not be affected if they
choose not to accept a Medicaid patient retroactively.

If the provider chooses not to accept the Medicaid recipient retroactively, the recipient
should be instructed to contact the MMIS Retroactive Reimbursement Unit at (225) 342-
1739 or Toll Free 1-866-640-3905 to obtain reimbursement information.

* Please note that the Provider Contact Letter (RRP-P) is now obsolete.
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| Dear

IMPORTANT NOTICE
06/06/1996

TO ALL M“DICAID RECIPIENTS WHO WERE CERTIFIED FOR MEDICAID
ON OR AFTER FEBRUARY 15, 1955

If ycu were: Fot on Medicaid on February 14. 1885, put were certified for
Medicaid benefits zfrer that date. you MAY BE ELIGIBLE FOR REIMBURSEMENT

of part or all of medical expenses you have paid, including doctor bills,
prescriptions. etc.

‘ To receive reimbursement lor any medical bills that you paid, certain
j conditions have To be met:

1. You nust have been found ellngle for Medicaid benefits on or
after February 15, 19%5.

2. The b:lls must be from the period of time from three months before

the month you applied for Msdicaid until you received your first
Medicaid card.

w

You ﬁust have paid the medical bills to Providers who take
Meditaid

4. The meclﬂal bills must be for medical services or supplies
-Medlca;d covers.

5. You have not already been reimbursed through Medicaid for your
paymént of these bills.

it yéh don’'t zlready have a copy of the bill marked 'Paid’ or a
receipt or other provider record showing that the bi%l was paid,
you mUSt obtain this proof of payment from the provicer.

[e4]

7. You mu=t present this proof c¢f payment plus your Medicaid number
te yos- local BUREAU OF HEALTH SERVICES FINANCING (MEDICAID)
?FIQ; BY DTCEMBIR 30, 199€.

‘
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After you submit the paid bills to the local Bureau of Health Services
Financing office, we will evaluate your situation. If you meet the above
conditions, weiwill see if the provider will repay Yyou the funds that you
paid for medicéi goods or services. If the provider will not repay ycu, we
will do so (upito the Medicaid rate) as soon as possible.

If you have angéquéstions about this, please contact your local Bureeau of
Health Servicenginancing office at:

===========================r=====.'.'.
MEDICAID PROGRAM
500 MURRAY STREET
P.0. BOX 551
ALEXANDRIA, LA 71308

Phone: 31B-4B84-2420
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E. OADA has developed internal management procedures
r billing. A copy of these procedures are housed in the
;‘t Secretary's Office of OADA.
F ny individual or family unit who is indigent, as
At herewith shall be eligible for reduced co-payment fees
»d on the urine drug screen co-payment sliding fee scale.

'hen documented medical bills incurred within the 12
onths prior to treatment/service equal or exceed 20 percent
" the annual gross family unit income, urine drug screens
wall be provided at reduced cost to the family unit. The
xriod of eligibility begins at the date at which liability
aches the 20 percent figure through the end of the calendar
:ar. Such patients with third-party payors shall be provided
«duced cost medical services or only that portion of their bill
it which no third-party payor is or may be liable.

G. Exceptions may be granted at the discretion of the
ssistant Secretary or his designee.

Co-payment Sliding Fee Scale for Urine Drug Screen

0 - 2000 $2 $2 $2 32 $2
2001 - 3000 4 2 2 2 2
3001 - 4000 8 4 2 2 2

- 5000 10 8 4 2 2
.- 6000 12 10 8 4 2
kw“6000+ 12 12 10 8 4

AUTHORITY NOTE: Promulgated in accordance with R.S. .

8:771 and R.S. 36:258(E). -

HISTORICAL NOTE: Promulgated by the Department of Health
nd Hospital, Office of Alcohol and Drug Abuse, LR 23:200
February 1997). '

Bobby P. Jindal
Secretary

1702#011

RULE

Department of Health and Hospitals
Office of the Secretary
Bureau of Health Services Financing

Aid to Families with Dependent Children and
Supplemental Security Income—Medicaid Programs

Department of Health and Hospitals, Office of the
‘¢ ry, Bureau of Health Services Financing adopts the
%._..ing Rule in the Medical Assistance Program as

$zed by R.S. 46:153 and pursuant to Title XIX of the
...l Security Act, 42 USCA 1396a et seq. This Rule is
dopted in accordance with the Administrative Procedure Act,
.S, 49:950 et seq.

Rule
The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing terminates
coverage for the optional eligibility categories, Aid to
Families with Dependent Children-Medicaid and
Supplemental Security Income - Medicaid, as allowed by Title
XIX of the Social Security Act Section 1902(a)(10) and 42

CFR Subpart C Section 435.210.

Bobby P. Jindal

Secretary
9702#051

RULE

Department of Health and Hospitals
Office of the Secretary
Bureau of Health Services Financing

Community Care Program—Physician Management Fee

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing adopts the
following Rule in the Medical Assistance Program as
authorized by R.S. 46:153 and pursuant to Title XIX of the
Social Security Act. This Rule is adopted in accordance with
the Administrative Procedure Act, R.S. 49:950 et seq.

Rule

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing increases the
physician management fee in the Community Care Waiver
Program to $3 per enrolled recipient per month.

Bobby P. Jindal

Secretary
9702#055

RULE

Department of Health and Hospitals
Office of the Secretary
Bureau of Health Services Financing

Direct Reimbursement to Recipients
During Period of Retroactive Eligibility

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing has adopted
the following Rule in the Medicaid Program as authorized by
R.S. 46:153. This Rule is in accordance with the provisions
of the Administrative Procedure Act, R.S. 49:950 et seq.

Rule

The Department of Health and Hospitals, Bureau of Health
Services Financing adopts the following provisions to
establish and govern direct reimbursement to a Medicaid




eligible for his payment(s) made to any Medicaid-
provider for medical care, services and supplies(delivered

dwing the recipient's period of retroactive eligibility and prior

to receipt of the first medical eligibility card (MEC).

Reimbursement shall be made only in accordance with all

applicable federal and state regulations.
General Provisions

A. Reimbursement shall be made only for payments made
to providers of medical care, services and supplies who were
enrolled in the Medicaid Program at the time of service.

B. Reimbursement shall be made only for medical care,
services and supplies covered by the Medicaid Program at the
time of service.

C. Reimbursement shall be made only for medical care,
services and supplies delivered during a retroactive eligibility
period and prior to receipt of the recipient's first MEC.

D. Reimbursement shall be made only up to the maximum
allowable Medicaid rate for the particular service(s) rendered.

E. Reimbursement shall be provided only under the
following conditions. Reimbursement shall be made only for
eligibles certified for Medicaid coverage beginning February
15, 1995. Reimbursement shall be made for all bills, from any
Medicaid-enrolled provider, for medical care, services and
supplies covered by the Medicaid Program and rendered

 during the three months prior to application, as well as bills o —

paid during the period from application to certification.

F. The Medicaid recipient must submit the following
documentation to the bureau in order to receive
reimbursement. Proof of payment shall be a receipt or similar
evidence of payment.

G. Reimbursement for services rendered during any
retroactive eligibility period and prior to receipt of the initial
MEC for Medicaid eligibles certified beginning February 15,
1995 through the effective date of this Rule shall be made in
accordance with the following requirements. Proof in
accordance with Subsection F above, along with the
recipient's Medicaid identification number must be presented
to the local Bureau of Health Services Financing (Medicaid)
office by December 30, 1996.

H. Reimbursement of payments for services rendered
during any retroactive eligibility period or prior to receipt of
the recipient's initial MEC from the effective date of this Rule
and henceforth shall be made in accordance with the
following requirements:

1. A recipient's intention to make a request for
reimbursement must be made known to the local Bureau of
Health Services Financing (Medicaid) office within 30 days
from the date of the letter sent to the recipient advising him of
his right to request reimbursement.

2. Proof in accordance with Subsection F above must be
presented to the local Bureau of Health Services Financing
(Medicaid) office within 15 days of the request for
reimbursement. If the recipient requests an extension on this
time limit, it will be provided.

Bobby P. Jindal
Secretary

97024054

RULE

Department of Health and Hospitals
Office of the Secretary
Bureau of Health Services Financing

Hospital Prospective Reimbursement
Methodology for Long-Term Acute Hospitals

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing adopts the
following Rule in the Medical Assistance Program as
authorized by R.S. 46:153 and pursuant to Title XIX of the
Social Security Act. This Rule is adopted in accordance with
the Administrative Procedure Act, R.S. 49:950 et seq.

Rule

The Department of Health and Hospitals, Bureau of Health
Services Financing will prospectively reimburse long-term
acute hospitals for psychiatric treatment at the prospective per
diem rate established for psychiatric treatment facilities.

Bobby P. Jindal

Secretary
9702#061

RULE

Department of Health and Hospitals
Office of the Secretary
Burean of Health Services Financing

Hospital Prospective Reimbursement
Methodology for Rehabilitation Hospitals

The Department of Health and Hospitals, Office of the
Secretary, Burean of Health Services Financing adopts the
following Rule in the Medical Assistance Program as
authorized by R.S. 46:153 and pursuant to Title XIX of the
Social Security Act. This Rul: is adopted in accordance with
the Administrative Procedure Act, R.S. 49:950 et seq.

Rule

The Department of Health and Hospitals, Bureau of Health
Services Financing amends the Hospital Prospective
Reimbursement Methodology Rule by prospectively
reimbursing rehabilitation hospitals within the peer groups
established for nonteaching hospitals established in the
Hospital Prospective Reimbursement Methodology Rule. The
appropriate peer group shall be determined according to the
number of licensed rehabilitation beds as of March 31 of the
year preceding the state fiscal year for which the rates will be
in effect. The bureau will continue to apply the criteria
contained in the pre-admission and certification and length of
stay criteria for Inpatient Hospital Services Rule according to
the treatment needs of the individual patient.

Bobby P. Jindal

Secretary
9702#062

a4
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RECIPIENT REIMBURSEMENT REQUEST RECEIVED

BUSINESS PROCESS STEPS

1. Receive request for reimbursement from enrollee, authorized
representative or Parish Medicaid office.

2. Verify enrollee’s eligibility information in Recipient Search in LA Medicaid
Management information System (LMMIS), Customer Information Control
System (CICS) or Medicaid Eligibility Determination System (MEDS).

3. Perform case search in LA Medicaid Management Information System
(LMMIS) to verify that a case doesn’t already exist.

4. Retrieve payee information f the enrollee is a minor from Medicaid
Eligibility Determination System (MEDS).

5. Assign request to a Medicaid Monitor with a case number for processing in
LA Medicaid Management Information System (LMMIS).

6. Document in (ECR) Electronic Case Record the request was received and
the monitor the case has been assigned to.

7. Review of information by Medicaid Monitor is done to see if criteria have
been met.

W. e The provider was enrolled as a LA Medicaid provider on the date the
service was received.
e The enrollee was Medicajd eligible on the date of service.
e The bills are for services received within the enrollee’s eligibility period
for reimbursement.
e Enrollee hasn’t received reimbursement from Medicaid, the provider or
a third party entity.
e The bills are for medical dare, services, or supplies covered by Medicaid
on the date service.
e Enrollee has provided prpof of payment.

8. If criteria is met and no additional information is needed, the claim will be
processed.

9. If criteria is not met, the request will be denied and the enrollee will be
mailed a Notice of Recipient|Reimbursement Decision (BHSF Form 18RRP).

10.1f additional information is needed, a Recipient Reimbursement Verification
Request Form is mailed to the enrollee and they are given 15 days from the
date of the letter to respond.




' request for reimbursement is denied and a Notice of Recipient
Reimbursement Decision (BHSF Form 18 RRP) is mailed to the enrollee. The
enrollee is given 30 days to request a fail hearing. If request for an appeal
is received, the appeal process will be completed.

12.1f the verification needed is submitted, the case is processed.
13.1f the received verification is|insufficient, the enrollee is given another
opportunity to provide the correct information. Policy allows an additional
15 days to provide verification.
e If the correct information is received, the request is processed.
¢ |If the information is not provided the request will be denied and a
Notice of Recipient Reimbursement Decision (BHSF Form 18RRP) is
mailed to the enrollee. The enrollee is given 30 days to appeal the
| decision. If appeal request is received, the appeal process will be
completed.
14. Case information should be scanned into the ECR (Electronic Case Record)
within one week of completion. You should verify the scan to make sure it
is legible before destroying the case. All original receipts should be
‘ returned to the enrollee.

11.1f the enrollee fails to provide the verification within the 15 days the
\




‘ PROCESSING RECIPIENT REIMBURSEMENT REQUEST

BUSINESS PROCESS STEPS

1. Select case from the Data Entry Queue in LMMIS (Louisiana Medicaid

Management Information System. Case status will be “added”.

Select “Add New Request (RRP-R)”. Case status will change to “open”.

Enter Provider number.

Select claim type and hit enter.

The form that appears will be appropriate for the claim type selected.

Enter claim information.

Save information. Reimbursement amounts will be calculated automatically.

Review for possible errors and invalid claims. Make necessary corrections.

9. Enter price override if necessary. Sometimes a manual calculation is needed
for Pharmacy, DME (durable medical equipment) and FQHC (Federally |
Qualified Health Center and duplicate claims.

10. Enter a reason in the comment section to explain the price override.

11. Select “Pay check” box if not already checked and save all changes. If any

edits fail a price will not be calculated and a status of “invalid” will be returned

O NV WN

‘ along with the reason for invalidity.
— 12. Make all necessary comments in “additional notes” and complete the case. If
payment is due, case status will change to “Closed — Payment Outstanding”. If
payment is zero, the status will be “Closed”.

13. Mail Recipient Reimbursement Notice of Decision (automatically generated)
to the enrollee if the reimbursement amount is zero. Enrollee has 30 days to
request an appeal. If appeal request is received, the appeal process is completed.
14. If a payment is outstanding, a payment request will be generated to DHH
Fiscal Intermediary for the approved reimbursement amount.

15. Submit case to supervisor for approval 1.) If it is a second check request 2.) If
a price override was done or 3.) If the price request exceeds a predetermined
system amount. If approved the case remains in “Closed — Payment Outstanding”
status. If denied, the case status will be returned to “Open” status for
corrections. Once completed the check request is sent to DHH Fiscal
Intermediary.

16. Receive check from DHH Fiscal Intermediary (usually on Mondays).

17. Print Notice of Recipient Reimbursement Decision. Notice will automatically
appear in the Monitor’s print queue in LMMIS System once the check is issued.




18. Mail Notice and check to enrollee. Enrollee is given 30 days to appeal the
decision. If an appeal request is received, the appeal process is completed. If
check and notice is returned, the Monitor will make necessary changes and mail
information to enrollee again. All changes are noted in ECR and in LMMIS.

19. Scan all information related to reimbursement request into the ECR
(Electronic Case Record) within one week of completion. Originals should be
mailed back to the enrollee.




Recipient Reimbursement

|

[Department of

Case Detail Report

S FALTH and
@ - Dated 1/8/2009
Case # 12576
Case Parish: IBERIA
RecipientName: ~ =~ BOUDREAUX , JEANELL Reimbursement Periods:
Recipient ID: 7692274165616 10/1/2007  thru 12/31/2020 - 125
Recipient DOB: 1131957
Recipient Address: 728 WEEKS STREET
NEW IBERIA , LA 70560-0000
Recipient Phone #: (337)256-6234
Application Date: 10/31/2007
Payee Name: o ~ BOUDREAUX,JEANELL  PayeePhone:  (337)256-6234
Payee Address: 728 WEEKS STREET
NEW IBERIA, LA 70560-0000
Provider ID ProviderName =~ ClaimType ~ Paid Amount Reimbursement Amount -
1940984 IBERIA COMP COMM HLTH Professional $60.00 $60.00
CTRINC
Gr IDOS From {TOS |Paid Amt Proc |Di}Units TP |TPL Price Reimbur Override {Status |P
2 o ' v |
1 10/19/2007 |07 $15.00fT1015 1.000 $0.00 $0.00 $15.00 $15.00| valid X }
2 10/26/2007 {07 $15.00§T1015 1.000 $0.00 $0.00 $15.00 $15.00] valid X ‘
3 11/9/2007 }07 $15.00|T101S 1.000 $0.00 $0.00 $15.00 $15.00§ valid X ;
4 11/26/2007 |07 $15.00{T1015 1.000 $0.00 $0.00 $15.00 $15.00f valid X |
!h $60.00 $0.00 | Total: $60.00
iderID - ProviderName . Claim Type ~Paid Amount Reimbursement Amount
1270661 WAL-MART PHARMACY #10- Pharmacy $109.52 $100.13
0533
Gr {DOS From |Paid Amt NDC {Di{Units E |P {In |Co- |TP ITPL Price Reimbur Override |Status |P
ou Code {a m |re|pt |Pay [L a
r 9 er|g [nt y
2 10/15/2007 $8.00}0059 60.000 $0.5 $0.00 $10.59 $7.50 Valid X
1544 ]
301
3 10/19/2007 $26.82| 0040 40.000 $1.0 $0.00 $24.18 $23.18 Valid X
6036 0
301
4 10/19/2007 $8.00§0059 60.000 $0.5 $0.00 $10.59 $7.50 Valid X
1544 4]
301
5 10/24/2007 $5.60]5348 28.000 $0.5 $0.00 $9.94 $5.10 Valid X
9011 1]
902
1 10/27/2007 $4.00§0017 30.000 $0.5 $0.00 $7.50 $3.50 Valid X
2208 0
380
6 10/30/2007 $19.46[0040 30.000 $1.0 $0.00 $19.58 $18.46 Valid X
6036 0
301
7 11/9/2007 $33.64]0040 60.000 $2.0 $0.00 $33.39 $31.39 Valid X
6036 0
301
8 11/9/2007 $4.0010017 30.000 $0.5 $0.00 $7.50 $3.50 Valid X
2208 0
380
$109.52 TPL: $0.00 | Total: $100.13
iRP‘s Not In System: 0 System RRP's: 2 Case Total RRP's: 2

Print Date:1/8/2009 Page 1 of 2




Recipient Reimbursement

Case Detail Report

bepmmzm o
FALTH and
‘ TALS Dated 1/8/2009
Paymem}'racld“g v e : i e ! i :
_I;_lequest Check# Check Amt Request Date |Date To Acct |Check Date |[Request Status |Administration
ype
Payment 4024454 $160.13}2/15/2008 2/21/2008 2/22/2008|Cleared Granted
$160.13
Letter Tracking ; '
Letter Date Print Date
2/22/2008 2/26/2008
Notes Tracking R e s e i B s
Date Note k o Author
1/25/2008 Received RR request:lberia Comp. Community Health, UMC, Wal |maurdb
Mart Pharmacy.
1/25/2008 Mailed RRP-V to recipient requesting Iberia Comp. Comm. Health jmaurdb
CPT codes; UMC itemized bill; due 2/11/08.
2/4/2008 Ms. Boudreaux stated she had the info from Iberia C. C. Health Citr., [faithfull

but not UMC which she can't get until Wednesday. | told her she
had until 2/11/08 and if she needed more time to call Ms. Barnes
back.

2/15/2008 Spoke with Cindy at UMC/Lafayette. She verified that they have =~ |maurdb
billed Medicaid for DOS 10/10/07 through 11/15/07 and will
reimburse the recipient directly.

2/15/2008 FQHC Provider type 72, Iberia Comp Comm. health Ctr, PPS rate  |maurdb
as of 7/1/07 is $161.42. Recipient paid $15.00 for DOS 10/19/07 -

’ 11/26/07

e 2008 Case was Completed maurdb
2/15/2008 Approved Iberia Comp. Comm. Health Ctr; $60.00. maurdb
2/15/2008 Approved Wal Mart Pharmacy # 0533; $100.13. maurdb
2/15/2008 Check Request Approved deborahl
Rpprovalbenia Notes for otors
Letter ID Date Note Author
12648 2/15/2008  |Your request for reimbursement of your payment(s) for services maurdb

received on 10/10/07 through 11/15/07 with University Medical
Center was not approved because the provider has billed Medicaid
and will reimburse you directly.

12648 2/15/2008 Your request for reimbursement of your payment(s) for services maurdb
received on 08/31/2007 with Wal Mart Pharmacy was not approved
because you were not ellglble for Medlcald on this date of service.

Assigned To: , maurdb - Barnes, Rosa
Received Date: -~ - 1124/2008

Open Date: ,2/1»5/20@8
AddDate:  1/24/2008
CoseDats:  2/15/2008
CaseStas: ~ Closed - Paid

Date Last Worked: = 2/15/2008

St
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MMIS
RETROACTIVE REIMBURSEMENT

. This case contains
Protected Health Information
Regarding both Enrollees & Providers

All inquiries should be directed to:

Retroactive Reimbursement
(225) 342-1739
- or

(866) 640-3905
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Recipient Reimbursement Support
Issue Reporting Form

Date: 05/05/05

Name: Kelly McNabb

User ID (in RR): CIBRL63

Security Level (Admin, Prog Spec., etc.): Program Specialist

Web address of problem page (copy and paste):  See Attached.
If applicable, send the following analysis info (and anything else pertinent):
Info: **% Monte- I sent this same error message yesterday.

Case# -
Provider # -
Claim ID -
DOS -

Paid Amount —
NDC Code —

Steps to Reproduce:

EXAMPLE: All the info can be “copy and pasted” into this document. If you were
Adding a Case, the steps to reproduce are:

e http://unisys3/LMMISInquiry/RecipientReimbursement/AdminQueue.aspx >
Click Case Tracking > Click Add New >
http://unisys3/LMMISInquiry/RecipientReimbursement/CaseEntry.aspx > Enter
“11111111” as Recpient > Select “ACADIA” as Parish > Press Add Case

¢ ERROR: Recipient is InEligible. If you feel this is an error, verify data and try again,
otherwise Deny Case by clicking button below.

® (type here)

Description of the Issue: Received the attached error while attempting to
“search” for a case while in closed queue.

Expected Behavior:

e To move thru queue screens.

Actual Bahavior:

e See attached error message.




YOUR FAIR HEARING RIGHTS

If you disagree with this decision, you may discuss it with a supervisor in the Medicaid Program office. The
supervisor can review this decision and give you any other information you may need about the reason for this
action. You may also ask for a Fair Hearing. If you want to request a Fair Hearing, you must do so by

(thirty days from the date of this notice).

You can ask for a Fair Hearing by completing and signing the section below. You may mail or deliver your
request to the Medicaid Program office at or you may
mail it directly to the DHH Appeals Bureau at P. O. Box 4183, Baton Rouge, LA 70821-4183. If you ask for a Fair
Hearing, you will get the right to: review your case record and/or any other information which the agency plans to
use before the hearing: appear in person; represent yourself or have anyone else you choose to represent you,
present your own evidence or witnesses; and question any person who testifies against you.

You may be able to get free legal help by calling the nearest legal assistance office at

COMPLETE THIS SECTION ONLY IF YOU WANT TO REQUEST A FAIR HEARING
| want to appeal the decision on my case as shown on this notice. 1 think it is unfair because:

Date: Signature:

Applicant/Recipient/Representative
Name: Phone No.  ( )
Case ID: Address:
Medicaid Analyst:
SSN:
Date:
Office:

ELIGIBILITY FOR RETROACTIVE REIMBURSEMENT

The decision of the Federal Court of Appeals in New Orleans requires that we consider reimbursing recipients for any
medical bills paid between (the beginning date of eligibility) and
(the date the Medicaid Card is expected to be received). Louisiana’s Medicaid

Program will make reimbursements only up to the maximum allowable Medicaid rate.

In order to qualify for reimbursement:

1. The bill(s) must be for medical care, services or supplies received during the dates shown above.

2. The bill(s) must be for medical care, services or supplies covered by the Medicaid Program at the time of service.

3. The bill(s) must be for medical care, services or supplies furnished by a provider who was enrolled in the
Medicaid Program at the time of service.

4. The bill(s) must have been paid during the dates shown above AND have not been reimbursed in full by the
provider, a third party (such as an insurance company or charitable organization), or already by the Medicaid
Program.

If your provider refuses to reimburse you the amount you paid and bill LA Medicaid for your retroactive date(s) of
service, you may request reimbursement directly from LA Medicaid by sending copies of paid bills which meet the
above criteria to the Retroactive Reimbursement Unit at P.O. Box 91030, Baton Rouge, LA 70821-9030 by

(thirty days from the date of this letter). If you have questions or need additional time to send

the bills, write to us or call us at our toll free number 1-866-640-3905 (local Baton Rouge callers must dial
342-1739).




@

BHSF Form RRP-V
Rev. 06/05

Prior Issue Obsolete
v

DEPARTMENT OF HEALTH & HOSPITALS

Medicaid Program
Recipient Reimbursement Verification Request Form

P.O. Box 91030
Baton Rouge LA 70821-9030

, 20

Recipient Name

Recipient ID #

Dear

On , you requested reimbursement for bills which you have paid. We have decided that
these bills meet the initial criteria for consideration; however, more information is needed to make a-
decision on the services listed below.

Date(s) of Service Type of Service Provider Name

We need you to send us the following information by (15 days from the date of this
request).

If you cannot provide the information by this date, you must contact our office at and we

can give you extra time to mail it in.

We Need You To Provide The Following:

1) A copy of the bill(s) or a written statement from the provider which shows the following:

o Name of the recipient receiving the service;

) If a doctor’s office/hospital; the date(s) of service, procedure and diagnosis codes, amount
billed, amount you paid, and verification of any private insurance payments (EOB);

. If a pharmacy; date filled, National Drug Code, quantity dispensed, amount billed, amount
you paid, and verification of any private insurance payments (EOB);

e If Durable Medical Equipment; date(s) of service, quantity, diagnosis and procedure codes,
documentation of medical necessity from the doctor, amount billed, amount you paid, and
verification of any private insurance payments (EOB),

o If Dental; date(s) of service, diagnosis and procedure codes per tooth, amount billed, amount
paid and verification of private insurance payments (EOB);

e Proof of any payment made by a third party (such as Medicare, an insurance company,
charitable organization, family or friend) towards the bill.

SEE NEXT PAGE FOR IMPORTANT INFORMATION




2) Receipt(s) or other acceptable proof showing that payment was made by you, OR if made by
someone else, that you have made or are still responsible for repayment.

‘ If you do not provide this information or contact us for additional time, your
request for reimbursement will be denied.

If you have any questions, please feel free to contact our office.

Sincerely,

Program Specialist
DHH/MMIS/Claims Processing Unit

Phone Number

Fax Number




BHSF Form 18-RRP

Rev. 02/05
IPVﬂOF Issue Obsolete DEPARTMENT OF HEALTH & HOSPITALS
‘ Medicaid Program
Notice of Recipient Reimbursement Decision
Letter Date: 2/26/2008
JEANELL BOUDREAUX Recipient:  JEANELL BOUDREAUX
728 WEEKS STREET Case ID: 12576
NEW IBERIA, LA 70560-0000 Recipient ID: 7692274165616
Dear JEANELL BOUDREAUX:

The following decision(s) has (have) been made on your request for reimbursement of medical bills you paid before
you received your Medicaid card. We are only able to repay you for the amount that Medicaid would have paid the
provider for these services.

Your request for reimbursement of your payment for services received on 10/15/2007 through 11/26/2007 has been
approved. You will receive payment in the amount of $160.13 which is the maximum amount that Medicaid would have
paid the provider for these services. Your reimbursement check along with an explanation of payment is attached.
Policy reference MEM, G-2100.

Provider:  WAL-MART PHARMACY #10-0533
1205 E ADMIRAL DOYLE DR
NEW IBERIA LA 70560-0000
(337)364-3841

urse Explans
‘ 10/15/2007  10/15/2007 06 00591544301 Yes $8.00 $0.00 $7.50  Approved
10/19/2007  10/19/2007 06 00406036301 Yes $26.82 $0.00 $23.18  Approved
10/19/2007  10/19/2007 06 00591544301 Yes $8.00 $0.00 $7.50 Approved
10/24/2007  10/24/2007 06 53489011902 Yes $5.60 $0.00 $5.10  Approved
10/27/2007  10/27/2007 06 00172208380 Yes $4.00 $0.00 $3.50 Approved
10/30/2007  10/30/2007 06 00406036301 Yes $19.46 $0.00 $18.46  Approved
11/9/2007  11/9/2007 06 00406036301 Yes $33.64 $0.00 $31.39  Approved
11/9/2007  11/9/2007 06 00172208380 Yes $4.00 $0.00 $3.50  Approved

Provider:  IBERIA COMP COMM HLTH CTR INC
806 JEFFERSON TERRACE
NEW IBERIA LA 70560-0000
(337)365-4945

PL.  Reimburse Explanation
Amount Amount L

. 10/19/2007 10/19/2007 07 T1015 Yes $15.00 $0.00 $15.00 Approved

o

SEE LAST PAGE FOR IMPORTANT INFORMATION




BHSF Form 18-RRP

Rev. 02/05
_ |F\‘/rior Issue Obsolete DEPARTMENT OF HEALTH & HOSPITALS
‘ Medicaid Program

Notice of Recipient Reimbursement Decision

Provider: IBERIA COMP COMM HLTH CTR INC
806 JEFFERSON TERRACE
NEW IBERIA LA 70560-0000
(337)365-4945

TPL  Reimburse Explanation

10/26/2007  10/26/2007 07 T1015 Yes $15.00 $0.00 $15.00 Approved

11/9/2007 11/9/2007 07 T1015 Yes $15.00 $0.00 $15.00 Approved

11/26/2007  11/26/2007 07 T1015 Yes $15.00 $0.00 $15.00 Approved
Comments

Your request for reimbursement of your payment(s) for services received on 10/10/07 through 11/15/07 with University
Medical Center was not approved because the provider has billed Medicaid and will reimburse you directly.

Your request for reimbursement of your payment(s) for services received on 08/31/2007 with Wal Mart Pharmacy was
not approved because you were not eligible for Medicaid on this date of service.

‘ Sincerely,

Rosa Barnes
DHH/MMIS/Claims Processing
Phone Number: (225)342-5696

SEE LAST PAGE FOR IMPORTANT INFORMATION




YOUR FAIR HEARING RIGHTS

If you disagree with the decision, you may discuss it with a supervisor in the Medicaid Program office. The supervisor
can review this decision and give any other information you may need about the reason for this action. You may also
ask for a Fair Hearing. If you want to request a Fair Hearing, you must do so by 3/27/2008 (thirty days from date of
this notice). ‘

You can ask for a Fair Hearing by completing and signing the section below. You may mail or deliver your request to
the Medicaid program at Reimbursement Unit Office, P.O. Box 91030, Baton Rouge, LLA 70821-9030 OR you may mail
it directly to the DHH Appeals Bureau at P.O. Box 4183, Baton Rouge, LA 70821-4183. If you ask for a Fair Hearing,
you will get the right to: review your case record and/or any other information which the agency plans to use before the
hearing; appear in person; represent yourself and have anyone else you choose to represent you; present your own
evidence or witness; and question any person who testifies against you.

You may be able to get free help by calling the nearest legal assistance office at 1-800-256-1955.
ﬂ

Complete this section ONLY if you want to request a Fair Hearing
| want to appeal the decision of my case as shown on Page 1 of this notice. 1 think it is unfair because:

Date: Signature:

(Applicant/Recipient’Representative)

Phone No.:
Address:




BHSF Form 18-RRP

Rev. 02/05
Frior Issue Obsolete DEPARTMENT OF HEALTH & HOSPITALS
‘ Medicaid Program
Notice of Recipient Reimbursement Decision
Letter Date: 12/23/2008
FLOR LARA Recipient:  JONIZ LARA
4045 MAYHAWK DRIVE Case ID: 15248
HARVEY, LA 70058-0000 Recipient ID: 9941066080598
Dear FLOR LARA:

The following decision(s) has (have) been made on your request for reimbursement of medical bills you paid before
you received your Medicaid card. We are only able to repay you for the amount that Medicaid would have paid the
provider for these services.

Your request for reimbursement of your payment for services received on 10/15/2008 through 10/15/2008 has been
approved. You will receive payment in the amount of $71.57 which is the maximum amount that Medicaid would have
paid the provider for these services. Your reimbursement check along with an explanation of payment is attached.
Policy reference MEM, G-2100.

Provider: TRUJILLO CARLOS AMD
1111 AVENUE D #813
MARRERO LA 70072-0000
(504)349-6813

'PL Reimburse Explanation
W Amemnt. o

10/15/2008 10/15/2008 03 99213 Yes $80.00 $0.00 $50.36 Approved

' 10/15/2008 10/15/2008 03 90772 No $50.00 $0.00 $0.00 Denied
Procedure

Not Payable

10/15/2008 10/15/2008 03 J2550 Yes $5.00 $0.00 $2.15 Approved
10/15/2008 10/15/2008 03 36415 Yes $15.00 $0.00 $2.70 Approved
10/15/2008 10/15/2008 03 85025 Yes $30.00 $0.00 $9.77 Approved
10/15/2008 10/15/2008 03 J0696 Yes $20.00 $0.00 $6.59 Approved

Comments

Sincerely,

Tamara Manuel
DHH/MMIS/Claims Processing
Phone Number: (225)342-4665

SEE LAST PAGE FOR IMPORTANT INFORMATION




YOUR FAIR HEARING RIGHTS

If you disagree with the decision, you may discuss it with a supervisor in the Medicaid Program office. The supervisor
can review this decision and give any other information you may need about the reason for this action. You may also
ask for a Fair Hearing. If you want to request a Fair Hearing, you must do so by 1/22/2009 (thirty days from date of
this notice).

You can ask for a Fair Hearing by completing and signing the section below. You may mail or deliver your request to
the Medicaid program at Reimbursement Unit Office, P.O. Box 91030, Baton Rouge, LA 70821-9030 OR you may mail
it directly to the DHH Appeals Bureau at P.O. Box 4183, Baton Rouge, LA 70821-4183. If you ask for a Fair Hearing,
you will get the right to: review your case record and/or any other information which the agency plans to use before the
hearing; appear in person; represent yourself and have anyone else you choose to represent you; present your own
evidence or witness; and question any person who testifies against you.

You may be able to get free help by calling the nearest legal assistance office at 1-800-256-1955.

Complete this section ONLY if you want to request a Fair Hearing
I want to appeal the decision of my case as shown on Page 1 of this notice. | think it is unfair because:

Date: Signature:
(Applicant/Recipient/Representative)

Phone No.:
Address:
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MEDICAID PROSPECTIVE PAYMENT SYSTEM

In accordance with Section 1902(aa)/the provisions of the Benefits Improvement Act (BIPA) of
2000, effective January 1, 2001, payments to Rural Health Clinics (RHCs) and Federally
Qualified Health Centers (FQHCs) for Medicaid services will be made under a Prospective
Payment System (PPS) and paid on a per visit basis.

The PPS per visit rate is provider specific. To establish the interim baseline rate for 2001, each
RHC/FQHC’s 1999 and 2000 allowable costs as taken from the RHC/FQHC's filed 1999 and
2000 Medicaid cost reports were totaled and divided by the total number of Medicaid palient
visits for 1999 and 2000. The baseline calculation includes all Medicaid coverable services
provided by the RHC/FQHC regardless of existing methods of reimbursement for said services.
This includes, but is not to be limited to ambulatory, transportation, laboratory (where
applicable), KidMed and dental services previously reimbursed on a fee-for-service or other
non-encounter basis. The per visit rate is all-inclusive. RHC/IFQHC'’s are not eligible to bill
separately for any Medicaid covered services. The final PPS rate will be based on audited
final cost reports for 1999 and 2000

For an RHC/FQHC which enrolls and receives approval to operate on or after January 1, 2001,
the facility's initial PPS per visit rate will be determined first through comparison to other
RHCs/FQHCs in the same town/city/parish. Scope of services will be considered in determining
which proximate provider most closely approximates the new provider.

REIMBURSEMENT ADJUSTMENTS

The PPS per visit rate for each facility will be increased annually by percentage increase in the
published Medicare Economic Index (MEJ) for primary care services. The MEI will be applied
on July 1 of each year.

NOTE: Please direct all cost reporting concerns to Carolyn Jones at (225) 342-2495.

REMINDER: RHCs/FQHCs must submit an annual cost report. The cost report must be sent to
Trispan at the following address:

Trispan Health Services
5420 Corporate Boulevard, Suite 201
Baton Rouge, LA 70808

Phone: 225/925-8115

2004 Loulsiana Medicald RHC/FQHC Provider Training
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RHC/FQHC PROGRAM OVERVIEW

There are 3 components that may be provided under the RHC/FQHC Program: Encounter
Visits, KIDMED Screening Services, and EPSDT Dental, Adult Denture Services and Expanded

Dental Services for Pregnant Women (EDSPW)

RHC/FQHC Encounter Visits

Encounter visits must be billed using procedure code T1015. Beginning with January 1, 2005
dates of service (DOS) in addition to the encounter code itis necessary to indicate the

specific services provided by entering the individual procedure code, description, and

total charges for each service rendered on subsequent lines. If the encounter detail is
not included the claim will deny.

For obstetrical (OB) services the RHC/FQHC providers must bill the encounter code T1015 with
madifier TH and all services performed on that DOS. .

RHC/FQHC KIDMED Screening Services

RHC/FQHC KIDMED screening services must be billed on the revised KM3 form using
encounter code T1015 along with madifier EP. It will be necessary for providers to indicate the
specific screening services provided by entering the individual procedure code for each service
rendered on the appropriate line. If a registered nurse performs the screening, providers must
enter the appropriate procedure code followed by the modifier TD next to 'Screening Completed
by a Nurse'. If immunizations are given at the time of the screening, then those codes continue
to be billed on the CMS1500, along with encounter code T1015 and modifier EP. All claims
billed using the T1015 and EP modifier must include supporting detail procedures.

_RHC/FQHC EPSDT D ult Denture Services and Expanded Dental Services for
Pregnant Women (EQSPW)

Dental services must be billed on the 2002 or 2002,2004 ADA claim form using the encounter
code D0999. It will be necessary for providers to indicate the specific dental services provided
by entering the individual procedure code for each service rendered on subsequent lines. All
claims billed using D0999 must include supporting detail procedures.

NOTE: The dental encodnter, D0999, may be billed on the same date of service as the
encounter codes T1015(RHC/FQHC), T1015 TH(OB encounter), and/or T1015 ERP(KIDMED

screening). '

2004 Loulisiana Medicald RHC/FQHC Provider Tralning




Prvoudan b\,\m_pm S

FQHCs
{Parish | Provider Provider Finall |New Base{MEiincreasey PPS |MElincreasej PPS [ MElIncrease|PPS MEl Increase {PPS MEI Increase{PPS ME! Increase; PF
Number Name FYE Used As Filed Rate 711/2002 RATE 7/1/2003 RATE 7/1/2004 |RATE 7/11/2005 |[RATE 7/1/2006 |RATE 71112007 xm
1 57 44082]Abbeville Community Health Center Effective 8/17/2000 5/31 00/01  {Finalized Cos 103.28 0.026 105.97 0.03 109.14 0.029 112.31 0.031 115.79 0.028 119.03 0.021
2 32 6117 |Albany Medical Clinic Effective 5/19/2008 6/30 PROX _jState Wide A 124.26 0.021
3 36 94119]Algiers Fischer Community Health Effective 5/1/1992 12/31 99/00  |Finekzed Cos] 122.61 0.026! 125.80 0.03 129.58 0.029 133.34 0.031 137.47 0.028 141.32 0.021
4 17 44743{Baton Rouge Primary Care Collaborative Effective 6/24/2004 6/30 PROX {Capitol City F: 111.46 111.46 0.029 114.6% 0.031 118.25 0.028 121.56, 0.021
5 17 94805 Capitol City Family Health Center Effective 11/1714997 1/31 99/00  {Finafized Cos] 105.46 0.026 108.21 0.03 111.46 0.029 114.69 0.031 118.24 0.028 121.56 0.021
8 13 94080 Catahoula Parish Hospital District #2 Effective 4/1/1990 12/31 99/00  |Finakized Cos 105.84 0.026 108.59 0.03 111.85 0.029 115.09 0.031 118.66 0.028 121.98 0.021
7 19| 45029]Ciinton Middle Heaith Center Effective 5/1/05 8/31 PROX |Statewide p{  114.42 114.42 0031] 11797 0.028] 121.70 0.021
State Wide
8 15 44837|Concordia Community Health Center Effective 12/1/2005 12/31 PROX _|Average 118.39 0.031 118.39 0.028 121.70 0.021
State Wide
9 36 17413 Daughters of Charity Health Center Effective 7/1/2008 6/30 PROX JAverage 126.5
tai
10 36 45084 Daughters of Charity Heaith Center Effective 7/1/2008 6/30 PROX Mﬂw—“ﬁn 126.5
ale Wi
11 36 17390 Daughters of Charity Health Center Effective 7/1/2008 6/30 PROX wrnucnum 126.5
12 8 70601 {David Raines Co ity Helath C /Bossier Effective 5/29/2008 6/30 PROX MMM“ME» 124.26 0.023
13 9 94163 David Raines Community Health Center/Shreveport Eff 9/30/92 6/30 99/00 _ |Finalized Cos] 118.11 0.026 122,20 0.03 125.87 0.029 129.52 0.031 133.53 0.028 137.27 0.021
14 9 94654|David Raines C ity Health/Gilliam Eff 3/5/96 6/30 99/00 _ |Finaized Cos] 116.94 0.026 113.98 0.03 123.58 0.029 127.16 0.031 131.11 0.028 134.78 0.021
15 9 12871} David Raines Cc Health Center/Dental Mobile Unit E{f 6/19/2008 6/30 PROX _|State Wide A 124.26 0.021 -
16 24 45768|East iberville ElemvHigh SBHC Effective 2/1/2007 2/28 PROX Mﬂﬁﬂ&n 0.028 i121.7 0.021
17 26 94765 East Jefferson Community Heaith Center Effective 3/21/97 6/30 99/00  jFinaized 83.67 0.026 85.85 0.03 88.43 0.029 90.99 0.031 93.82 0.028 56.44 0.021
18 17{  44158|{Excelth Family Health Center-Effective 1/1/2001 12/31 | PROX [HithCorp 78.76 0.026]  80.81 003| 8323 0.029) 8564 0031] 8830 0.028;  90.77 0.021
att
19 40 01396 Fairway Temace Site-Effective 8/8/2007 2/28 PROX M.EWMMAo 124.26 121,70 0.021
Finalized
20 23 94098|'beria Comprehensive Community Health Center Inc. Eff 1/1/92 5/31 99/00 _ {Cosl Reports! 137.18 0.026 140.75 0.03 144.97 0.029 149.17 0.031 153.80 0.028 158.10 0.021
21 24 457704 Iberville Elementary School Based Health Effective 2/1/07 2/28 PROX | State Wide As 121.70 . 0.021
22 39 44196 Innis Community Health Center - Effective 9/18/2001 10/31 PROX |StstewideA{  105.46 0.026 108.21 0.03 111.46 0.028] 11469 0.031 118.24 0.028 121.55 0.021
23 19 44838|Jackson Complex Health Center-Effective 12/1/2005 8/31 PROX Ismtewidead  118.39 0.031 118.39 0.028 121.70 0.021
24 26 45279]Jefferson Community Heaith Center Effective 9/14/05 12/31 PROX  |Capitot City F: 117.97 117.97 0.028 121.70 0.021
25 88 45148 Compi Health-Katrina Enroliment Eff 8/27/05-7/31/08 12/31 79.27 79.27
26 39 45061 |Livonia Community Health Center - Effective 9/18/05 3/31 PROX {state Wide A 117.97 117.97 0.028 121.70 0.021
27 40 01393 {Miracle Plaze Service Site- Effective 8/8/2007 2/28 PROX _|State Wide A 124.26 121.70 0.021
28 34 01979{Moreh Ce ity Medical Clinic-Effective 10/12/2007 7/31 PROX {ststewideA{  124.26 121.70 0.021
29 53 44810 Muitipractice Clinic Effective 2/21/06 2/21 99/00 |State Wide A 118.38 0.031 118.38 0.028 121.70 0.021
30 36 94081{N.O.H.D.-H.C.H.P. Effective 4/1/1980 10/31 99/00 _ {Finaized Cos 98.67 0.026 101.24 0.03 104.28 0.029] 107.30 0.031 110.63 0.028 113.73 0.021
31 36 94102{O1 ient M Center- Effective 4/1/1990 1/31 99/00  |Fineized Cost 80.39 0.026 82.48 0.03 84.95 0.029 87.42 0.031 90.13 0.028 92.65 0.021
32 58 24104 Outpatient Medical Center- Effective 4/1/1990 1/31 99/00 | Finalized Cosf 109.00 0.026] 111.83 0.03, 115.19 0.029 118.53 0.031 122.20 0.028 125.63 0.021
33 35 94101 Outpatient Medical Center- Effective 4/1/1990 1/31 99/00 | Finalized Cos] 88.87 0.026 91.18 0.03 93.92 0.029 96.64 0.031 99.64 0.028 102.43 0.021
34 39 03418} Pointe Coupee Central High School Based Clinic-Effective 3/11/2008 10/31 PROX Mwn.ﬂm%o&n 124.26 0.021
35 37 44143 Primary Health Services Center Eff 3/6/2001 12/31 PROX _[Primary Hesi} 97.01 0.026 99.53 0.03 102.52 0.029 105.4% 0.031 108.76 0.028 111.81 0.021
36 37 94908] Pimary Health Services Center - Effective 3/5/1999 12/31 99/00  |Finafzed Cos] 97.01 0.026 99.53 0.03 102.52 0.029 105.49 0.031 108.76 0.028 111.81 0.021
37 40 44375] Rapides Primary Heaith Care Center - Effective 5/22/2002 2/28 PROX i 88.87 0.026 91.18 0.03 93.92 0.029 96.64 0.031 99.64 0.028 102.43 0.021
38 19 45027 |RKM Primary Care - Effective 5/1/2005 8/31 PROX _|Stats Wide A 114.42 114.42 0.031 117.97 0.028 121.70 0.021
39 45 44464}St. Charies Community Health Ciinic - Effective 4/1/2003 7/31 PROX St Bemard C} 129.22 0.03 133.10 0.029 136.96 0.031 141.21 0.028 145.16 0.021
40 26 4529015t. Charles Community Health Clink - Effective 5/13/05 2/28 PROX |state Wide A 114.83 114.83 0.031 118.39 0.028 121,70 0.021
41 24 94411} St. Gabriel Health Clinic-Effective Effective 1/3/1995 - 6/30 99/00 _ |Finskized Cos 125.15 0.026 128.41 0.03 132.26 0.029 136.10 0.031 140.32 0.028 144,25 0.021
42 46 94320|St. Helena Community Health Center-Effective 9/30/1993 6/30 99/00 _ |Finakzed Cos 119.49 0.026 122.60 0.03 126.27 0.029 129.94 0.031 133.96 0.028 137.72 0.021
43 50 02808 St. Martin Community Health Center- Effective 1/16/2008 12/31 PROX [State Wide Ay  324.26/ 121.70 0.021
44 49 94185|SW LA Primary Health Care Clinic-Effective 2/1/1993 6/30 99/00 _ |Finakzed Cos] 122.86 0.026 126.06 0.03, 129.84 0.028 133.61 0.031 137.75 0.028 141.61 0.021
45 10 94082| SWLA Center for Heaith Services Effective 4/1/1990 1/31 99/00 _ |Finalized Cos! 148.75 0.026 152.62 0.03 157.20 0.029 161.75 0.031 166.77 0.028 171.44 0.021
46 55 45282| Teche Action Clinic-Houma Effective 5/11/2005 5/31 PROX | State Wide Ay 114.48 0.031 118.03 0.028 121.70: 0.021
47 51 94092| Teche Action Clinic Effective 4/1/1990 5/31 99/00 _ |Finalized Cos 104.18 0.026 106.85 0.03 110.10 0.029 117.52|N/A 117.52 0.028 120.51 0.021
48 54 44866 | Tensas Community Health Center Inc- Effective 4/3/2006 12/31 PROX |State Wide A 118.39 0.031 118.39 0.028 121.70 0.021
49 89 44983| Watch-Katrina Enroliment Effective 8/27/2005-7/31/2008 12/31 85.09/87.64 85.09/87.64
50 61{ 1038814|West Baton Rouge Primary Care Effective 4/16/2008 6/1 PROX |swtewideA|  124.26 | 0.021
51 21 94603 ] Wisner Medicai Clinic Effective 8/19/2005 12/31 99/00  |Finsized Cos] 85.37 0.026 87.59 0.03 90.21 0.029 92.83 0.031 95.70] 0.028 98.38 0.021
" Totat FQHC=51 Through 9/8/2008 Last Updat.  7/23/08

Watch and Jefferson Comprehensive are out of state providers in Arkansas and
’ ippl who were all d to entoll in L ing Hurrican
 Their reimbursement methodlogy was determined using the statewide

in their states.
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PROVIDER BASED RURAL HEALTH CLINICS

WET
Parishi Providen Provider PPt Final/ {New mmmmrm_ Increas} PPS l4Elincreas| PPS PE! Increas|PPS rﬂ Increas{PPS Increase [PPS
Number! Name Hospital FYE |FY's Used] As Filed Rate 7/1/2002 | RATE | 7/1/2003 { RATE | 7/1/2004 |RATE 7/1/2005 |RATE 7/01/2006 |RATE _
1 57| 44808 |Abbevilie General Hospital Clinic Eff 1/1/06 Abbeville General Hospital 12/31 |PROX Jeanerette 99.66 0.028 102
2 2| 45484 |Allen Parish Hospital Rural Health Center Eff 2/20/07 Allen Parish Hospital Service District No. 3 6/30 {PROX Ehon Rural  106.22 106
3| 53} 94395 |Amite Rural Health Clinic - Eff 9/16/94 1 |Hood Memorial Hospitat 9/30]99/00 Finalized C 56.98 0.026 58.46 0.03 60.21 0.029 61.96 0.031 63.88 0.028 65
4 5! 94376 |Bunkie General Hospital RHC Eff 9/1/94 4 Bunkie General Hospital 6/30{99/00 Finalized C 77.74 0.026 75.76 0.03 82.15 0.02% 84.54 0.031 87.16 0.028 89
5 5{ 45263 |Bunkie Gen Hosp-Family Care Clinic Eff 9/21/05 Bunkie General Hospital 6/30{PROX Bunkie Ger] 87.16 87.16 0.028 89
6 7| 44391 |Christus Coushatta RHC - Eff 8/02/02 4 Christus Health W Central _,> 6/30{PROX Tri-Ward C 69.42 0.026 71.23 0.03 73.36 0.02% 75.48 0.031 77.83 0.028 80
7 41} 44465 [Christus Coushatta Ringgold RHC - Eff 1/1/03 a4 Christus Health W Central LA 6/30)00/01 Cost Report 85.10 85.10 0.03 87.65 0.029 90.19 0.031 92.99 0.028 95
8 11} 44393 [Citizens Rural Health - Eff 10/30/02 4 Citizens Hospital 3/311PROX Winters 106.48 106.48 0.03 109.68 0.028 112.86 0.031 116.36 0.028 118
9] 62| 94505 |Community Medical Clinic Eff 7/17/95 1 |West Carroli Memorial Hospital 6/30|99/00 -96.66 97.07 0.026 99.59 0.03]  102.58 0.029!  105.56 0.031} 108.83 0.028] 111
10 42] 94500 {Delh Rural Health Chinic -EFf 10/18/1955 4 Richland Parish Hospital 5/30[99/00 Finalized Ci 96.07 0.026 98.57 0.03 101.53 0.029 104.47 0.031 107.71 0.028 110
11 16| 44593 |Desoto Regional Family Medicine - Eff 4/1/03 Desoto Regional Health System 12/31{PROX Christus Ril 85.10 85.10 0.03 87.65 0.029 90.1% 0.031 92.99 0.028 95
12 18] 44653 |East Carroll Medical Center - Eff 4/26/04 West Carroll Memorial Hospital 12/31|PROX Lake Proviq 141.43 141.43 0.028 145.53 0.031 150.04 0.028 154
13 2! 45636 |Elizabeth Family Health Clinic Eff 1/8/07 Rapides Healthcare System, LLC 12/31|PROX Elton Rurall 106,22 106
14] 27| 94792 |Eiton Rural Health Clinic-Eff 1/1/1998 1 |Savoy Medical Center 12/31]99/00 As Filed 92.16 0.026 94.56 .03 97.39 0.029]  100.22 0.031] 103.32 0.028] 106
15 46| 45960 |Family Health of St. Helena LL- ER 3/29/2007 12/31 65
16 18| 44806 |Family Medical Clinic - Eff 11/7/05 East Carroll Parish Hospital 5/31]PROX The Family 108.90 108.90 0.028 111
17 21! 44995 |[Frankiin Medical Center RHC- Eff 6/20/05 Franklin Medical Center 4/30|PROX Northeast 74.59 0.031 76.90 0.028 7¢
18 54§ 44099 |Frankiin Medical Center RHC - Eff 2/1/00 1 Franklin Medica! Center 4/30{00/01 Finalized C 312168 0.026 124.85 0.03 128.60 0.029 132.33 0.031 136.43 0.028 14¢
19 54] 44798 [Franklin Medical Center RHC - Eff 9/15/05 Franklin Medical Center 4/30{PROX Franklir M 136.43 136.43 0.028 14(
70 B3] 44045 [Franklinton Rural Health Clinic - EF 373700 LS Riverside Medical Center 13/31[00/01 Tost 106.02 0.026 108.78 $.03 112.04 0.029 115.29 0.031 118. 0.028 12
26 23f 94463 1 iberia General Hospital 9/30[95/00 Finalized Cs 88.90 0.026 91.21 0.03 93.94 0.02% 96.66 0.031 99.66 0.028 10z
27 25] 44823 boro Family Care Clinic EH 10/25/05 Tri-Ward General Hospital 9/30} PROX Tri-Ward Clinic 0.031 77.83 0.028 B(
28 36] 44286 |Llady of the Sea Medical Clinic-Cutoff-Eff 4/15/02 Lady of the Sea General Hospital 6/30]PROX OLOL Assu 78.52 0.026 80.56 0.03 82.98 0.029 85.38 0.031 88.03 0.028 £l
29 2 y of t Tady of the Sea General Hospital PROX Jeanerette 56.66 0.031 99.6f 0.028 10:
30 29| 45767 |Lady of the Sea Medical Clinic-Larose -Eff 2/21/05 Lady of the Sea General Hospital PROX Jeanerette 96.66 0.031 99.66 0.028 10
31 18] 94452 |Lake Providence Medical Clinic RHC Eff 2/3/1995 1 |West Carroll Memorial Hospital 6/30195/00 Finalized C{  133.83 0.026] 137.31 0.03} 14143 0.029}  145.53 0.031]  150.04 0.028] 154
32 13{ 44971 {LaSalie Primary Heaithcare Center - Eff 11/29/04 {aSalle Hospital 9/30{PROX Winters 132.33 0.031 136.43 0.028 14
33 57| 1012050]Maurice Community Care Clinic- EH-7/24/07 Abbeville General Hospital
34 42| 94508 |[Northeast LA Health Center-Eff 5/22/1995 1 Richardson Medical Center 9/30][99/00 Finalized C 68.60 0.026 70.38 0.03 72.49 0.029 74.59 0.031 76.90 7
94358 |Oak Grove Medicai Clinic RHC- Eff 7/25/1994 1 West Carroli Memorial Hospital 6/30{99/00 Finalized C 115.99 0.026 119.00 0.03 122,57 0.029 126.12 0.031 130.03 13:
45855 |Oberlin Family Heailth Clinic Eff 1/5/07 Rapides Healthcare System, LLC 12/31{PROX Elton Rural| 106-22 10¢
27 3 5 R ) o 7 B S e Ry T T e o R z7 Z g
& Tid s o P R 24 : A iral Hegith % L.
38 60} 44135 }Plain Dealing Medical Clinic - CHOW 6/1/01 1 Springhill Medical Services 12/31}99/00 Finalized C 118.06 0.026 132.37 131
38 43| 1021971]Sabine Medicat Center RHC-Effective 11/16/07 .
40 43] 1037605]Sabine Medical Center RHC # 2-Effective 4/9/2008
41 49| 94791 |Savoy Family Care-Eff 1/1/98 1 Savoy Medical Center 12/31199/00 As Filed 124.66 0.026 127.92 0.03 131.76 0.029 135.58 0.031 135.78 0.028
42 60| 44829[{SMC/Doctors Clinic - Effective 4/4/06 12/31{PROX Butler-Abshire 132.37 0.031 132.37 0.028
43 12| 94433 |South Cameron Memorial Hospital Eff 1/30/95 1 |South Cameron Memorial Hospital 10/31[99/00 Finalized 45,37 0.026 46.55 0.03 47.95 0.029 49.34 0.031 50.87 0.028
44 46] 45433 [St Helena Parish Hospital- RHC EFF 7/28/06 St Helena Parish Hosptiat 10/31|PROX Health Clinic 65.67
45 37| 1460 |Sterlington Clinic EFF 8/3/07
46 18] 94787 |The Family Practice Clinic Eff 9/24/97 1 £ast Carroll Parish Hospital 5/31/99/00 Finalized C 97.13 0.026 99.66 0,03 102.65 0.029 105.62 0.031 308.90 0.028
47 56{ 94604 |Td-Ward Clinic- Eff 10/17/95 4 Tri-Ward General Hospital 12/31§99/00 Finalized C 69.42 0.026 71.23 0.03 73.36 0.029 75.49' 0.031 77.83 0.028
48 58] 44208 |Union General RHC - Eff 7/10/01 1 Union | Hospital 6/30]PROX Clinic 69.42 0.026 71.23 0.03 73.36 0.029 75.49 0.031 77.83 0.028
49 56| 44954 |Union Clinic of Marion - Eff 3/09/05 Union General Hospital 6/30| PROX Clinic 75.49 0.031 77.83 0.028 8
50 10| 45278 |Vinton Medical Clinic Eff 1/2/06 West Calcasieu Cameron Hospital 12/31|PROX Health 73.01 73.01 0.028
51 62| 94394 {West Carroll Medical Clinic Eff 10/25/2004 1 [West Carroll Memorial Hospital 6/30}99/00 Finalized C{  128.47 0.026] 13181 0.03| 13576 0.029) 139,70 0.031] 144.03 0.028) 14
52 24] 52946 Westside Rural Health Services- Effective 5/24/06 6/30{PROX Prime Med 99.60 0.031 99.60 0.028 102.39 0.021 10
53 21| 40874 |Wisner Rural Health Clinic- Eff 4/5/2007 Caldwell Memorial Hospital 12/31{PROX 119.62 i1
54 11} 94399 |Winters Clinic- Eff 10/4/1894 1 Caldwell Memaorial Hospita! 12/31/99/00 Finalized C 103.79 0.026 106.48 0.03 109.68 0.029, 112.86 0.031 116.36 0.028) 11
55 43| 44724 |Zwolle Rural Clinic - Eff 3/25/04 Desoto Regional Health System 9/30|PROX Christus Ri 87.65 0.029 90.19 0.031 92.99 0.028 g
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INDEPENDENT PROVIDERS
Parish |Provider FY's Final/ New Base| MEiinc | PPS ME! Inc PPS MEi Inc {PPS MElinc |PPS MEl Inc |PPS MElInc  |PPS MEilnc [Pl
Number Name FYE |Used |AsFlled Rate | 7/4/2002 | RATE ] 71172003} RATE | 7/1/2004 |RATE 7/1/2005 |RATE 7/1/2006 |RATE 7/1/2007 |Rate 7/1/2008
1 1| 1037745|Acada Family Chnic W 4/11/2008 12/31{PROX 91.64 0.021 91.64 0.018
2 51 94890 Acadiana Family Practice Eff 8/3/98 12/31{99/00 | dCR 77.62 0.026 79.64] 0.03 82.03] 0.029 84.41] 0.031 87.02 0.028 89.46 0.021 91.34 0.018
3 07] 44295 Bienville Family Clinic - Eff 5/28/02 12/31{PROX__ {Tri-Ward Clinic | 69.42 0.026 71231 0.03 73.36{ 0.029 75.49] 0.031 77.83 0.028 80.01 0.021 81.69 0.018
4 14]  54432}Butler-Abshire Rurai Health Clinic Eff 2/6/1995 12/31/99/00 Finalized CR 83.53 0.026 85.70] 0.03 88.27] 0.029 90.83] 0.031 93.65 0.028 96.27, 0.021 98.29 0.018
5 39]  44753|Brian LeBlanc, M.D. Eff 10/7/04 6/30]PROX Court-ordered] 64.43 77.41] 0.031 79.81 0.028 82.05 0.021 83.77 0.018
6 39|  44751|Cari McLemore, M.D. - Eff 10/7/04 6/30iPROX  |Court-ordered] 64.43 77.41] 0.031 79.81 0.028 82.05 0.021 83.77 0.018
7 221 44852]Cenla Rural Health Centers LLC, - Eff 4/11/06 12/31{PROX _ [Marksville FC | 78.33 0.031 78.33 0.028 80.52 0.021 82.21 0.018
8 10| 45612{Chadha Medical Rural Health Clinic Eff 2/1/07 12/31|PROX _ |Marksvilie FC | 80.52 0.028 80.52 0.021 82.21 0.018
9 53] 1020303|Children First Kidmed Effective 10/19/2007 12/31|PROX 79.85 0.021 79.85 0.018
10 31 44854 | Family First Medicine-EH 2/1/06 12/31|PROX _ |Park City -Mind  78.21 0.031 73.75 0.028 78.21 0.021 79.85 0.018
11 48 52730} Family First Medicine Center of Reserve-Eff 3/28/2006 12/31|PROX 84.31 0.028 86.67 0.021 88.49 0.018
12 03] 94814 Family Medical Clinic - Donaldsonville-Eff 2/20/98 12/31}93/00 Finalized CR 75.20 0.026 77.16] 0.03 79.47) 0.029 81.77] 0.031 84.31 0.028 86.67 0.021 88.49 0.018
13 04| 94829)Family Medical Clinic - Pierre Part-EH-4/27/98 12/31{95/00 Finalized CR 68.18 0.026 63.95] 0.03 72.05] 0.029 74.141  0.031 76.44 0.028 78.58 0.021 80.23 0.018
14 67|  44802|Gardiner Center Health Clinic - Eff 1/05/06 3/31]PROX _ |Acadiana Fam| 87.02 872.02 0.028 89.46 0.021 91.34 0.018
15 40 12579 Healthy Steps Pediatrics 12/31|PROX 82.21 0.021 82.21 0.018
16 23]  94839/James Russell Romero MD RHC Eff 9/4/98 12/31|99/00 Finalized CR 59.18 0.026 60.72] 0.03 62.54] 0.029 64.35|  0.031 66.35 0.028 68.21 0.021 69.64 0.018
17 05 13104 /KD Wellness Cenier, LLC Eff 7/2/2008 12/31|PROX 83.69 0.018
18 27]  44248|Lake Arthur Health Clinic - Eff 4/1/02 9/30]PROX __ {James Romero| 59.18 0.026 60.72| - 0.03 62.54| 0.029 64.35]  0.031 66.35 0.028 68.21 0.021 69.64 0.018
19 39]  44752Louis V. Montelaro, M.D. - Eff 10/7/04 6/30|PROX __ |Court-ordered| 64.43 77.41] 0.031 79.81 0.028 82.05 0.021 83.77 0.018
20 05]  94713]Marksville Family Care Center (Kalifey Medical Chini¢ 6/30]99/00 Finalized CR 69.86 0.026 7168] 0.03 73.83]  0.029 75.97| 0.031 78.33 0.028 80.52, 0.021 82.21 0.018
21 09]  94299|Medical & Surgical Clinic Eff 7/21/93 9/30]99/00 Finalized CR 88.76 0.026 91.07] 0.3 93.80| 0.029 96.52] 0.031 99.51 0.028]  102.30 0.021] 10445 0.018
22 60 10829]Minden Ladies Rural Health Clinic-Eff 7/19/07 12/31]PROX 79.85 0.021 79.85 0.018
23 33 94349]L.P. Neumann Jr. MD APMC Eff 7/2/98 3/31}99/00 Finalized CR 65.48 0.026 67.18] 0.03 69.20] 0.029 7120} 0.031 73.41 0.028 75.47) 0.021 77.05 0.018
24 33| 44651|Thomas A. Neumann, M.D. LTD - Eff 4/20/04 PROX _ [LP.Neumann | 69.20) 0.029 71.20{ 0.031 73.41 0.028 75.47) 0.021 77.05 0.018
25 05|  44857|Newell Gauthier, Jr RHC Eff 5/25/06 12/31]PROX ___ [Marksville FC 80.52 0.031 78.33 0.028 80.52 0.021 82.21 0.018
26 05]  44864| Newell Gauthier, Jr RHC Eff 6/30/06 12/31[PROX  |Marksville FC 80.52 0.031 78.33 0.028 80.52 0.021 82.21 0.018
27 23} 1027537{New Iberia Maternal-Child Clinic. Effective 1/9/2008 12/31}PROX 83.77 0.021 83.77 0.018
Finalized CR

28 53] 9aasejMNorth Oaks OB/GYN RHC Eff 12/28/94 12/31{99/00 After Field Audit] 57,85 0.026 69.62| 0.03 71.71] 0.029 73.79] 0.031 76.08 0.028 78.21 0.021 79.85 0.018
29 39]  44750[Paul Rachal, M.D. - Eff 10/7/04 6/30{PROX  |Court-ordered| 64.43 77.41] 0.031 79.81 0.028 82,05 0.021 83.77 0.018
30 60 94464 | Park City Health Center RHC/ Minden Family Care Eff 2/10/95 3/31]99/00 Finalized CR 67.86 0.026 69.62] 0.03 7171} 0.029 73.79] 0.031 76.08 0.028 78.21 0.021 79.85 0.018
31 15| 1021849} Pediatric and Adolescent Clinic Eff 11/7/07 12/31|PROX 82,21 0.021 82.21 0.018
32 1448605 The Poplarville Clinic-Katrina E Enroliment. 39447 72.59 0.028 74.62 0.021 76.19 0.018
33 24 44005} Prime Medical {iberville Community HC) - Eff 2/21/00 12/31|00/01 Finalized CR 88.83 0.026 91.14] 0.03 93.88] 0.029 96.60] 0.031 99.60 0.028 102.39 0.021 104.54 0.018
34 23] 1037591]Raymond F Schneider Memorial Clinic, LLC Eff 4/9/2008 12/31|PROX  |James Romero| 69.64 0,021 69.64 0.018
35 04]  44511|Reddy Family Med Clinic-Napoleon -Eff 5/16/03 12/31}PROX  |Reddy-D'ville | 79.47 79.47 79471 0.029 81.77{ 0.031 84,31 0.028 86.67 0.021 88.49 0.018
36 24 94980| Reddy Family Med Clinic-Plaq -Eff 11/4/99 12/31{00/01 Finalized CR 71.19 0.026 73.04] 0.03 75.23] 0.029 7741} 0.031 79.81 0.028 82.05 0.021 83.77 0.018
37 24 94924| Reddy Famity Medical Clinic - White Castle Eff 5/28/95 12/31]99/00 Finalized CR 119.63 0.026 122.74] ©.03 126.43] 0.029 130.10{ 0.031 134,13 0.028]  137.89) 0.021] 14078 0.018
38 13|  44749]Riverpark Medicai Clinic - Jonesville - Eff 11/4/04 12/31|PROX  [Marksville FC 75.97 75.97] 0.031 78.33 0.028 80,52 0.021 82.21 0.018
39 32]  40823|Riverside Family Medicine-Eff 3/27/2007 12/31}PROX 78.21 78.21/ 0.021 79.85 0.018
40 64  00852{Shalom Clinic for Children -Eff 7/2/07 12/31}{PROX  [Marksville FC §2.21 0.021 82.21 0.018
41 27 44532] Shirley Medical Clinic - Eff 7/2/03 PROX  [JamesRomero| 6254 62.54| 0.029 64.35] 0.031 66.35 0.028 68.21 0.021 69.64. 0.018
42 47]  44880|St. James Primary Care Eff 6/22/03 12/31{PROX  {Reddy-D'ville | 84.31 0.031 84.31 0.028 86.67 0.021 88.49 0.018

43 48]  45762{St James Primary Care Eff 2/1/2007 12/31|PROX 78.21 78.21 0.021 79.85 o.Smr

44 47 44979]St. Joseph Medical Clinic - Eff 7/11/05 12/31{PROX  [Reddy-D'ville | 84.31 84.31 0.028 86.67 0.021 gs.49)  0.018]
45 50| 1027545]5t. Martinville-Child Clinic- Eff 1/9/2008 12/31{PROX 83.77 ] 0.021 83.77 0.018]
46 57| 1016179] Women's Clinic-Effecitve 9/5/2007 12/31|PROX 91.64 0.021 91.64 0.018
47 40| 1020184} Woodworth Family Medicine-Effective 10/19/2007 12/31{PROX 82.21 0.021) 82.21 0.018
48 14|  44214|WK Claiborne Regional Health -Eff 12/01/01 12/31|PROX  |Butler-Abshire | 85.70 85.70| 0.03 88.27] 0.029 90.83] 0.031 93.65 0.028 96.27 0.021 98.29 0.018
49 08]  44428] WK Plain Dealing Clinic - Eff 11/07/02 12/31{PROX  [Med & Surg 91.07 91.07[ 0.03 93.80] 0.029 96.52{ 0.031 99.51 0.028]  102.30 0.021]  104.45 0.018

Total independent Based RHC=49

Last Updat.  2/18/08
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From: Kelly Mcnabb

To: Recipient Reimbursement Unit
Date: 10/11/2006 2:32 PM
Subject: DME Referrals

10/11/06

After speaking with Stephanie this date, she stated the following information is needed for her to even
begin to process a DME request:

1) Procedure Codes
2) Diagnosis Codes
3) Prescription for each item type

If these three items have not been submitted by the enrollee, please request these items.
If not provided, deny case without sending to Stephanie. If provided, send to Stephanie for pricing.
Thanks! K Mc

Kelly McNabb, Medicaid Program Supervisor
DHH/BHSF/MMIS/Claims Processing Unit
225-342-9322

PRIVACY AND CONFIDENTIALITY WARNING

This E-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. If you are not the intended recipient, you are hereby notified that any review, disclosure/re-
disclosure, copying, storing, distributing or the taking of action in reliance on the content of this E-mail
and any attachments thereto, is strictly prohibited. If you have received this E-mail in error, please notify
the sender immediately and destroy the contents of this E-mail and its attachments by deleting any and
all electronic copies and any and all hard copies regardless of where they are maintained or stored.
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o State of Louigiana
Department of Health and Hospitals

Bureau of Health Services Financing

MEMORANDUM
November 18, 2008
TO: Ms. Stephanie Guarino
Unisys
FROM: Tamara T. Manuel, MMIS

Recipient Reimbursement
RE: Joyce L. Vickers

ID #: 8581038692696
Received in MMIS: 11/14/08, 11/18/08

Attached please find medical expenses which the above referenced recipient has
requested reimbursement. We need your assistance in pricing these items.
If you have any questions, please contact my office at (225) 342-4665.

Thanking you in advance for your assistance.

TM:tm

Attachments

Bienville Building * 628 North 4 Street * P.O. Box 91030 » Baton Rouge, Louisiana 70821-9030
Phone #: 225/342-3855 * Fax #: 225/342-2703 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”
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From: Rachel Broussard

To: Kelly Mcnabb

Date: 1/11/05 9:20AM

Subject: Re: Co-Pay Exemptions

Kelly, :

The following pharmacy services are exempt from the copayment requirement:

Services furnished to individuals under 21 years of age.

Services furnished to pregnant women if such services are related to the pregnancy, or to any
other medical condition which complicate the pregnancy.

Services furnished to any individual who is an inpatient in a hospital, long term care facility, or
other medical institution. 4T A W/ LTc

roppe (e

Emergency services provided in a hospital, clinic, physician office or other facility equipped to \\OT
furnish emergency care.

Family planning services and suppilies.

The copay schedule is:

Caiculated State Payment Copayment
$10.00 or less $0.50
$10.01 to $25.00 $1.00
$25.01 to $50.00 $2.00

$50.00 or more $3.00 A ‘O. b* = ~m® @ﬁd

®
®




DRGI 200062020604 DRUG FILE LAST-ACT: 12092002 T
NDC: 00062-0206-04 TOS: 06 ADD-DATE: 12311978&. END-DATE: 00000000 TAPE-IND: 0

.b GENERIC DESCRIPTION DOSAGE STRENGTH ~—ROUTE—~— | = w
3RISEOFULVIN, MICROSIZE ORAL SUSP 125MG/5ML 1 ORAL
TRADENAME: GRIFULVIN V Q’r\‘ —— SIZE: 00000120 . 000 TOP-200-IND: 000 9= th_x
THER CL: W3A LMAC-IND: 0000 PAC-RVW: O C ERR E-DATE R SOURCE R 3 . *
DRUG-CLASS: F REPK-IND: o pac-poc: o (750) o000 09151989  _ O’[YY\
DEA-CODE: 0 AGE-MIN: 00 MSG-IND: O 720 233 11071988 *m\ m:l\ﬂ-
DESI-CODE: O AGE-MAX: 99 OBS-IND: O 000 000 00000000 w
CMS-IND: N SEX: 0 BIOEQ: 2C 000 000 00000000 *gm (,:)mm
UNIT-DOSE: O FAMPLAN: 0 FLAG2: Y00
MAINT-IND: O PA-IND : 1 DTC: 024 ORAL ANTIFUNGALS
« ACQ-COST E-DATE R LMAC-COST E-DATE R FUL -COST E-DATE R
C: 0000 . 32733 12042002 _ 0000 . 00000 00000000 _ 0000 . 00000 00000000 _
2: 0000 . 30447 03082002 0000 . 00000 00000000 0000 . 00000 00000000
3: 0000 . 27189 06142001 0000 . 00000 00000000 0000 . 00000 00000000
4: 0000 . 25925 09092000 0000 . 00000 00000000 0000 . 00000 00000000
5: 0000 . 24500 09161999 0000 . 00000 00000000 0000 . 00000 00000000
COMMENT : MANUF: ORTHO DERM HICL: 004126
STR-NUM: 00000125 . 000 STR-UN: MG VOL-NUM: 0005 . 000 VOL-UN: ML

GCN: 42390 GCN SEQ NUM: 009517 LAST PAY DATE: 06172003

TRANSACTION COMPLETED, ENTER NEXT
Lok AT PHC
ReiniSy
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DRGI 200002751101 DRUG FILE LAST-ACT: 09092003 C
‘ NDC: 00002-7511-01 TOS: 06 ADD-DATE: 12192000 END-DATE: 00000000 TAPE-IND: 1

GENERIC DESCRIPTION DOSAGE STRENGTH UNIT ROUTE

INSULIN NPL/INSULIN LISPRO VIAL 75-25 U/ML 2 G SUBCUTANE
TRADENAME: HUMALOG MIX 75/25 SIZE: 00000010 . 000 TOP-200-IND: 000
THER CL: C4G LMAC-IND: 0000 PAC-RVW: O PAC ERR E-DATE R SOQURCE R
DRUG-CLASS: F REPK-IND: 0 PAC-DOC: O 75 000 12112000 _ _
DEA-~CODE: 0 AGE-MIN: 00 MSG-IND: 1 000 000 00000000
DESI-CODE: O AGE-MAX: 99 OBS-IND: O 000 000 00000000
CMS-IND: S SEX: 0 BIOQEQ: ZB 000 000 00000000
UNIT-DOSE:: 0O FAMPLAN: 0 FLAGZ: YOO
MAINT-IND: 1 PA-IND : 2 DTC: 019 INSULINSv”

E/ACQ—COST E-DATE R LMAC-COST E-DATE R FUL -COST E-DATE R
C: 0010 . 04250 05042003 _ 0006 . 69500 09042003 0000 . 00000 00000000 _
2: 0009 . 21450 12192002 0006 . 14300 12192002 0000 . 000CO 00000000
3: 0008 . 11500 07182002 0005 . 41000 07182002 0000 . 00000 0000000GO
4: 0007 . 51350 01162002 0005 . 00900 01162002 0000 . 00C00 00000000
5: 0007 . 15500 12112000 0004 . 77000 12112000 0000 . 00000 00000000
COMMENT: AWP+50% MANUF: ELI LILLY & CO. HICL: 019949
STR-NUM: 00000000 . 000 STR-UN: VOL-NUM: 0000 . 000 VOL-UN:

GCN: 22681 GCN SEQ NUM: 047172 LAST PAY DATE: 09302003

TRANSACTION COMPLETED, ENTER NEXT
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‘ Retroactive Reimbursement procedures to do a Stop Payment
of a check or to Void a check.

STOP PAYMENT OF A RR CHECK

(Lost, Stolen or Never Received)

1. If a recipient states they never received the RR check or the
check was lost, an AFFIDAVIT form must be sent to the
recipient to complete and sign along with witnesses’
signatures.

2. After the Program Monitor receives the AFFIDAVIT, a letter
is sent to Financial Management to the attention of Lagatha

.~ Felton requesting stop payment of the check. See example
attached. Note: The Blanchard Funding Source is as follows:
a) Pharmacy claim amounts — 1813; b) Professional claim
amounts — 0713.

3. Ask Lagatha Felton to notify you by email that the Stop
Payment process is completed.

4. Once notified by Ms. Felton, go into the RR case and click
Void Check.

5. In order to send another RR check, Click on the heading of
CHECK: SEND CHECK. (Note: If corrections have to be made to address

or payee name, complete and save these changes before Clicking on “CHECK:
SEND CHECK”.)




STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Department of
HEALTH and

HOSPITALS
Bobby Jindal Alan Levine
GOVERNOR SECRETARY

DATE: June 9, 2008

TO: Lagatha Felton
Payment Management

FROM: Tamara T. Manuel

MMIS/Claims Processing

RE: Stop Payment

Please stop payment of the following:

Payee: Kimberly Jones

Recpt: Dustin Jones

Med. #: 3703061158101
¢ Check #: 4024497

Check Date:  02/29/2008

Amount: $324.69

Funding: 0713-0

1813 - $324.69
This check was never received by recipient.
Please credit the above amount to the indicated funding source.
If further information is needed, please contact me at 342-4665. \

Thanks!

TM:tm

OFFICE OF MANAGEMENT AND FINANCE«BUREAU OF HEALTH SERVICES FINANCING
BIENVILLE BUILDING e 628 n. 4" STREET ¢ P. 0. BOX 91030 « BATON ROUGE, LOUISIANA 70821-9030
PHONE #: 225/342-3855 or 225/342-4665  FAX #: 225/376-4667
“AN EQUAL OPPORTUNITY EMPLOYER”




AFFIDAVIT REGARDING CHECK NEVER RECEIVED OR CHECK LOST
. STATE OF LOUISIANA

MEDICAL ASSISTANCE PROGRAM*
RECIPIENT REIMBURSEMENT PROGRAM

DESCRIPTION OF CHECK
AMOUNT OF CHECK 3
DATE OF CHECK CHECK NUMBER
BANK ON WHICH CHECK IS DRAWN ACCOUNT NUMBER
Bank One
NAME OF PAYEE OR CURATOR FOR PAYEE RECIPIENT NAME RECIPIENT ID NUMBER
The undersigned authority says:

That she/he is the person named as the payee or the curator for the payee of the above described check
(Check appropriate block):

a That said check is lost;
. a That she/he has never received, endorsed, delivered or negotiated said check;
Q That she/he requests an order of a stop payment be issued.

That said check will be returned by her/him to the Bureau of Health Services F inancing if found.

WITNESSES:
1. Name :
SIGNATURE OF PAYEE OR CURATOR FOR PAY
Address
DATE
2. Name
Address
w 3. Name
|
|
Address
Return to:
DHH - BUREAU OF HEALTH SERVICES FINANCING
MMIS/CLAIMS PROCESSING

P. 0. BOX 91030

DATON DINAFTATY T 4 mno~s




LOUISIANA

Recipient Reimbursement

Case Detail Report
Dated 1/9/2009

Case #12763
Case Parish:
Recipient Name:

OUACHITA

Reimbursement Periods:

Recipient ID: 3703061158101 12/1/2007  thru 12/31/2020 - 014
Recipient DOB: 7/20/1990 7/1/2001 thru  6/30/2007 - 014
Recipient Address: 5802 CYPRESS STREET LOT 11 6/1/1998 thru 7/31/1998 - 001
WEST MONROE , LA 71291-0000 5/1/1998 thru 5/31/1998 - 071
Recipient Phone #: (318)282-6187 4/1/1998 thru  7/31/1998 - 001
Application Date: 117/2008 11/1/1997 thru 3/31/1998 - 071
3/1/1997 thru 10/31/1997 - 001
2/1/1997 thru 2/28/1997 - 071
4/1/1993 thru 5/31/1995 - 014
Payee Name: - ,'J‘_QN“ES, KIMBERLY - Payee Phone: (318)325-0432
Payee Address: 5802 Cypress Street- Lot 11 )
WEST MONROE, LA 71291-0000
ProvideriD  ProviderName ~ Claim Type Paid Amount Reimbursement Amount
1232254 WALGREEN PHARMACY Pharmacy $375.97 $324.69
#10510
Gr | DOS From |Paid Amt |NDC |Di}Units E |P |In [Co- |TP |TPL Price Reimbur Override [Status [P
ou Code ja m |re|pt [Pay |L a
4 g erig Int Yy
e 12/29/2007 $112.99§0059 14.700 $0.0 $0.00 $94.48 $94.48 valid X
) 7 °
2 12/29/2007 $39.99/0009 6.000 $0.0 $0.00 $45.46 $39.99 Valid X
by °
3 12/29/2007 $222.99{0017 60.000 $0.0 $0.00 $190.22 $190.22 Valid X
3069 o
600
$375.97 TPL: $0.00] Total: $324.69
RRP's Not In System: 0 System RRP's: 1 Case Total RRP's: 1
Payment Tracking ey o - E .
$equest Checkd# Check Amt|Request Date |Date To Acct |Check Date |Request Status |Administration
ype
Payment 4024497 $324.69]2/22/2008 2/28/2008 2/29/2008|Void Not Needed
Void 4024497 $0.0017/9/2008 Void Not Needed
Payment 4029839 $324.6917/14/2008 7/17/2008 7/18/2008)Sent Not Needed
$649.38
Letter Tracking i C
Letter Date Print Date
2/29/2008 3/3/2008
7/18/2008 10/8/2008
NotesTracking = .~ ~
Dat Note Author
2/22/2008 Case reassigned. T. Manuel on FMLA effective 2/14/08.. deborahl
2/22/2008 Payee submitted 3 Rx receipts from Walgreen Pharmacy dated deborahl
12/29/07.
‘ 12008 Case was Completed for Walgreen Pharmacy (12/29/07). deborah1
Print Date:1/9/2009 Page 1 0of 2




Lonsiavg - Recipient Reimbursement

Case Detail Report

Dated 1/9/2009

3/31/2008 Payee she hasn't rec'd check. Current address is 5802 Cyprus T.  [deborahl
: Lot 11. Check mailed to 801 Splane Dr. Apt. C. States forwarding
order on file. Suggested she check w/P.O. because it hasn't been
returned.

3/31/2008 Notice and check was returned (forwarding order expired). Info. deborah1

was remailed to forwarding address (Cyprus St) on 3/11/08. Notes
were made in ECR 3/11/08.

3/31/2008 Called above number to inform Kimberly Jones that the check had  |deborahl
been remailed. Only number on file (# above) is for Subway. | was
informed she no longer is employed there.

4/15/2008 Ms. Jones called and states that she did not get the RR check. | maurdb
told her that it was returned by the post office and was remailed to
the 5802 Cyprus Lot 11 address.

4/24/2008 Ms. Jones called again and states that she has not received maurdb

Dustin's check. | informed her that an affadavit will be sent to her to’
sign, witness and return.

4/24/2008 Gave case print out to Ms. Davis to review. maurdb

6/9/2008 Affidavit received on 5/30/08. Ms. Davis gave me to process this  |faithfull
today. Sent memo to Financial rep. Lagatha Felton for a stop
payment on check #4024497.

7/9/2008 I contact Lagatha Felton in Financial Mgt. and she stated she has ~ {faithfull
received the confirmation of the STOP Payment for Check
#4024497. | will request another check.

Dq;wtmeat of

a 7008 Case was Edited - Change address. faithfull

‘/2008 Case was Completed faithfull
Approval/Denial Notes for Letters Ll T e ‘
Letter ID [Date [Note Author
Assugned To: - o faithqu Manuel Tamara e : e ‘ k

Recelved Date

21 3/2008

. 2/32008

ClseDate: 71412008
CaseStats: = Closed - Payment Outstan ng

DateiLaé,t Worked: = 7/14/2008

Print Date:1/9/2009 Page2of 2




' VOID PAYMENT OF A RR CHECK
(Error Made on Check)

1. If the recipient sends back the RR check or Program
Monitor notes a mistake on check, send a letter along
with the original check to Lagatha Felton to void the
check. See example attached.

2. Once Ms. Felton has notified you by email that the
check has been voided, go into the RR System to the
make the appropriate corrections and click save.

3. To reissue the check, Click on the heading of CHECK:
. SEND CHECK. (Note: If corrections have to be made to address or

payee name, complete and save these changes before Clicking on
“CHECK: SEND CHECK”.)




5&m&> \e

Alan Levine

Bobby Jindal
S SECRETARY

GOVERNOR

Department of Health and Hospitals

Bureau of Health Services Financing

DATE: December 30, 2008

TO: Lagatha Felton
Payment Management

FROM: Tamara T. Manuel

MMIS/Claims Processing
RE: Void Check

Please void the attached check and credit it to the indicated funding source in the
Blanchard Reimbursement account.

Payee: Madison Menard
Recpt: Madison Menard
Med. #: 5955971166413

Check #: 4034548
Check Date:  12/29/2008
Amount: $1,150.00
Funding: 0713 - $1,150.00
0813 - $0
I will re-issue this check with the payee’s name corrected on the check.
If further information is needed, please contact me at 342-4665.
Thanks!
TM/tm

Attachment

Bienville Building * 628 North 4* Street * P.O. Box 91030 * Baton Rouge, Louisiana 70821-9030
Phone #: 225/342-3855 = Fax #: 225/342-2703 « WWW.DHH.LA.GOV
“An Equal Opportunity Employer”




IDUI SIANA

Depurtment of

| Recipient Reimbursement

Case Detail Report
Dated 1/9/2009

Case # 15324
Case Parish: CALCASIEU
Recipient Name:  MENARD , MADISON ~ Reimbursement Periods:
Recipient ID: 5055071166413 5/1/2008  thru 12/31/2020 - 014
Recipient DOB: 1/29/2004 1/1/2004 thru 1/31/2005 - 002
Recipient Address: 2406 SALMON ST
LAKE CHARLES , LA 70605-0000
Recipient Phone #: (337)477-0004
Application Date: 6/13/2008
Payee Name: MENARD, NICOLE Payee Phone: (337)477-0004
Payee Address: 2406 SALMON ST
LAKE CHARLES, LA 70605-0000

ProviderID Provider Name e “fCIalm Type - Paid Amount Reimbursement Amount
1553085 NILESHWAR RAMGOPAL S Professional $4,700.00 $1,150.00

f; DOS From |TOS |Paid Amt |Proc aDl Units ‘|I-'P TPL Price Reimbur Override |Status :

14
1 7/17/2008 |09 $4,700.00{ V5261 : 2.000 $0.00] $1,150.00] $1,150.00 valid i

$4,700.00 $0.00 | Total: $1,150.00

RRP's Not In System: 0 System RRP's: 1 Case Total RRP's: 1
’P"'rﬁentTracking e o e A Sl Lt

iest Checki# Check Amt|Request Date |Date To Acct |Check Date |Request Status |Administration
Payment  |4034548 $1,150.00{12/22/2008 [12/25/2008 | 12/29/2008|Void Not Needed
Void 4034548 $0.00[12/30/2008 Void Not Needed
Payment $1,150.00{12/30/2008 |1/8/2009 Pending Granted

$2,300.00
Letter Tracking i L
Letter Date Print Date
12/29/2008
Notes Tracking
Date Note Author
12/22/2008 Case was Completed faithfull
12/30/2008 Check Number 4034548 Voided faithfull
12/30/2008 Case was Edited faithfull
12/30/2008 Send letter to Financial Mgt. to void check #4034548 and | edited  |faithfull
Payee's name to mother Nicole Menard.
12/30/2008 New Check Requested faithfull
1/5/2009 Check Request Approved deborah1
Approval/Denial Notes for Letters U ‘
Letter ID | pate [Note Author
Assigned To: faithful1 - Manuel Tamara E
Received Date: 12/22/2008 g .
Open"bafe: :
Qjéi’e:' ” : :

o Date: 12/22/2008
Case Status:. . Closed - Payment Outstandmg
Print Date:1/9/2009 Page 1 of 2




Recipient Reimbursement Application User Manual

Check #1is displayed along with a With a request status of ‘Sent’ the

Chatc Date Sent to Accounting. “Void Check’ option appears.
Illeque'st Typelcheck i‘,ﬁ\eck Amount|Request DNe g:ﬁffgﬁf Check Date}Request .SM Administration

‘Not Needed Void Check

After a sent check has been voided, the Request Type is ‘Void’ and the Check Amount, Date Sent
to Accounting, and Check Date fields are all cleared.

]
Click to cancel a void

Request Type |Check #|Check Amouit| Request Date 2.:::::3::“ Check Date t_{cqucst’stgtus Ad
Payment 12323 $329.62} 3/3/2005 3/3/2005. | 3/3/2005 Not Nesded X
3/21/2005 N Not Needed Cancel Void

Check:

Tracking of Pavments

Request Type | Check #| Check Amountk Reguest Date g:zﬁf:g::” (;:.h'ecl't Date |Request Status hdmimstraﬂon
Paymant 12323 . $329.62|3/3/2005 3/3/2005 " "|3/3/2005° - [sent Not Neaded Void Cheek
Void 12373 $0.00]3/21/2008 sncelled Jot Neade

5.13.5 Request Status — Void
If a check has been voided, another check can be requested for the case by clicking the Send
Check button. When a check void has been confirmed through bank reconciliation, both the check

and void request have status set to ‘Void'.

Check: Send Check.

R:nug:‘stﬂpe‘ Check # |Check:Amount|Request Dat 2:: of:a n;" Check Date | Request Status| Administration
' {Not Needed

Payment §55 $101,05|3/3/2005 3/3/2005 - |3/3/2005 - }Vvoid
void 555 $0.00{3/1172005 ' : oid. Not Needed

5.13.6 Request Status — Pending
if a check is pending, it cannot be cancelled or voided, and the Send Check option is not available.

Check:

Check Date|Reguest Status| Administration

Not Needed

30

October 31, 2007



Reciplent Reimbursement Application User Manual

' 5.13.7 Request Status — Clear

When bank reconciliation shows that a check has been cleared, the check status is set to clear.
Shown below is the screen when the checks have been cleared through bank reconciliation. A new
check cannot be requested, and the check cannot be voided or cancelled if a check has been
cleared.

Status Administration
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From: Kelly Mcnabb

To: Recipient Reimbursement Unit
Date: 9/26/2005 3:56:21 PM
Subject: Anesthesia reimbursement
09/26/05

The information forwarded is a list of information that must be provided by the eligible in order for
Anesthesia to be priced accurately.

When you receive a request for Anesth. reimbursement, please obtain the information shown below and
bring to me. We are going to try to work with Program Operations in pricing these claims.

Thanks! KMc

>>> Renee Haines 9/26/2005 3:20:24 PM >>>

Kelly,

| wanted to send you a basic list of things needed for correct anesthesia reimbursement. Then, you and
Darla can decide later how we can best move forward-

1) Is the provider of service the anesthesiologist, a CRNA, or did the physician provide conscious
sedation?

2) Are the digits in the "unit" box units or minutes? Medicare requests actual units (after conversion) while
Medicaid requests minutes (and then the conversion of 15 minutes = 1 unit is done)

3) What surgical procedure code was billed and what anesthesia code is being billed?

4)Sometimes, we need to verify that the surgery and/or anesthesia was/were not related to pain
management as Medicaid doesn't pay for pain management, at this time.

Hc#pe this helps and et me know which direction we're going in-

Renee

CcC: Audrey PIPER; Jenny M. non Unisys Smith




REIMBURSEMENT REQUEST - PREGANCY

SELF-PAY CATEGORY:

Global fee is used by Provider for an individual with or without Health insurance AND doesn’t
know that the individual was/is determined to be eligible for Medicaid..

LaChip sends Form RRR-R and the provider does not send back or states he/she will not accept
person as a Medicaid patient. Follow the steps below:

1. Call Provider to get Medicaid Procedure Codes for each date-of-service.
2. Get the amount the Provider charges for each Procedure Code.
3. If no insurance is involved, go ahead and reimburse recipient.

Note: The recipient will not be reimbursed by Medicaid for additional services received after
the receipt of the Medicaid Card (if she chooses to stay with this Provider).
4. If health insurance is involved, then call the insurance company and get the
amount/percentage they will pay for each procedure. Example: Gallaghner Ins. Administrators
will pay 80% on each claim if Provider is verified as an in-network doctor for First Health.

5. Also, see if client has a deductible. If she has met the deductible, complete insurance
calculations.

6. If not, asked how much she needs to pay before she meets the deductible. Client’s insurance
will not pay anything on claims until deductible is met. Client would be reimbursed the full
Medicaid amount or her paid amount whichever is less.

MEDICAID CATEGORY:

When an individual is pregnant and the provider knows and accepts Medicaid, they automatically
bill Medicaid listing all procedure codes and amounts charged for each date-of-service. If
insurance is involved, EOB must be attached.

Providers do have an option whether to reimburse Medicaid recipients for retro timeframe.




Page 1}

ETamare‘\i\/lanuel - Circumcision Pricing

«

"~ From: Kelly Mcnabb
To: Recipient Reimbursement Unit
Date: 3/3/2006 9:11:18 AM
Subject: Circumgcision Pricing
03/03/06
FYI-

Due to our not using/entering diagnosis codes in the RR system, our system is "validating” routine
circumcision procedure codes 54150, 54152, 54160, and 54161, regardless of their diagnosis codes.

Effective immediately, we must verify the diagnosis code for all circumcisions and override any system
"payments" for procedure codes with a diagnosis code of V50.2. Diagnosis code V50.2 is NOT to be paid.

Once Program Operations has completed the testing of their LIFT regarding this issue, we will request a
"RR System Update" to require the diagnosis code be entered in the RR system for the pricing of
circumcision procedure codes only. However, until then, we are forced to "manually” adjust the pricing of
these codes. Remember to document your verificaiton of the diagnosis code in the override notes.

| am attaching an e-mail previously researched by Janice lhaza regarding the above.

Thank you all for your attention to this matter.

CC: Audrey PIPER; Jenny Smith




Tamara Manuel - CLAIMS AND REIMBURSEMENT Page 1§

From: Janice IHAZA
Q To: Angeler LUCAS; Audrey PIPER; Beatrice Williams; Bernice GARY; Connie Coleman;
Dawn Collins; Deborah Davis; Janice Buckley; Kelly Mcnabb; Sonya Silvio
Date: 6/10/2005 9:16:52 AM
Subject: CLAIMS AND REIMBURSEMENT

NEW CIRCUMCISION POLICY

>>> Judy CAIN 06/10/05 9:05 AM >>>

Per your question this morning, the diagnosis code for routine circumcision is V50.2. When the
Department defunded routine circumcision effective April 21, 2005, this was accomplished by having
UNISYS program to deny CPT codes 54150, 54152, 54160, and 54161 whenever the diagnosis code was
V50.2 - routine circumcision for Type of Service codes 03, 07, 08, and 15. Hope this information is useful.

Judy D. Cain, Program Manager
Program Operations
Telephone: (225) 342-9490
FAX: (225) 342-1411
jcain@dhh.la.gov

PRIVACY AND CONFIDENTIALITY WARNING

This e-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. If you are not the intended recipient, you are hereby notified that any review,

disclosure/re-disclosure, copying, storing, distributing or the taking of action in reliance on the contents of
‘ this e-mail and any attachments thereto, is strictly prohibited. If you have received this e-mail in error,
Rt please notify the sender immediately and destroy the contents of this e-mail and its attachments by
deleting any and all electronic copies and any and all hard copies regardless of where they are maintained
or stored.




From: Terri NORWOOD

To: JANET ROSE; Janice IHAZA; Kelly Mcnabb; Tamara Manuel
Date: 2/3/04 10:35AM
Subject: Re: DENI

The Expanded Dental Services for Pregnant Women (EDSPW) Program was implemented on November
1,2003. An emergency rule was published regarding this program and the services it covers.

| drafted provider policy and guidelines which was mailed to all provider types that are allowed to bill dental
claims. Unisys or | would be able to share this information with you if you need it.

Thanks,

Terri Norwood, Program Specialist
DHH/Medicaid/Program Operations
225-342-9403

PRIVACY AND CONFIDENTIALITY WARNING

This E-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. If you are not the intended recipient, you are hereby notified that any review,
disclosure/re-disclosure, copying, storing, distributing or the taking of action in reliance on the content of
this E-mail and any attachments thereto, is strictly prohibited. If you have received this E-mail in error,
please notify the sender immediately and destroy the contents of this E-mail and its attachments by
deleting any and all electronic copies and any and all hard copies regardless of where they are maintained
or stored.

>>> Kelly Mcnabb 2/3/2004 9:50:15 AM >>>
02-03-04

Tamara brought to my attention an issue regarding Dental Claims.

We are already using TOS 04 and 21 to determine if a procedure is payable; however, in addition to those
two TOS's, Tamara has discovered TOS 18 which coveres a female between the ages of 21 thru 59.
Therefore, we should be running this TOS for female dental procedures within this age frame. This TOS
is covered effective 11-01-03. (Tamara's case was a 40 year old pregnant woman)

Pam, if you have any information regarding this additional TOS, please let us know. | remember at the
Provider training we attended last year, Unisys was stating that all medical assistance needed by a
pregnant woman would be covered because the mothers health directly impacted the health of the
unborn child. This may be falling under that issue, however, I've not seen anything in writing.

Kelly McNabb, Program Specialist
DHH/BHSF/MMIS/Claims Processing Unit
225-342-9322

PRIVACY AND CONFIDENTIALITY WARNING

This E-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. 1f you are not the intended recipient, you are hereby notified that any review,
disclosure/re-disclosure, copying, storing, distributing or the taking of action in reliance on the content of
this E-mail and any attachments thereto, is strictly prohibited. If you have received this E-mail in error,
please notify the sender immediately and destroy the contents of this E-mail and its attachments by
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From: Terri NORWOOD

‘ To: Janice I'HAZA s
Date: 5/6/03 1:55PM
Subject: Re: MMIS -DENTAL

Yes, please see the underlined sentence in my reply email. Come by if you need more details.
Thanks, Terri

>>> Janice 'HAZA 05/06/03 01:15PM >>>
THANK YOU TERR,

ONE MORE QUESTION, HAS ANY OF THE DENTAL PROCEDURE CODES CHANGES?

>>> Terri NORWOOD 05/06/03 01:01PM >>>

Effective May 1, 2003, dental was divided into 2 different types of service - TOS 04 (Adults 21 years of
age & older) and TOS 21 (EPSDT Under 21). Also, every dental procedure code now begins with a "D"
and there were dental procedure codes that were either deleted or added effective May 1, 2003.

In order to obtain information from DENI related to a dental procedure code you must now first determine
the age of the recipient to determine whether it will be under TOS 04 or TOS 21.

For EPSDT (TOS 21) DENI entry you would type: DENI(space)(ZERO)(5 digit procedure code which now
begins with a "D")(TOS). For example to obtain information related to procedure code D0210 for EPSDT,

you would enter DENI 0D021021. For Adult (TOS 04) you would change the last 2 digits in the above
‘ example to a "04" (DENI 0D021004).

Janice has an example of a DENI screen print if you have difficulties or you may contact me if you have
further questions.

Thanks, Terri.

>>> Janice I'HAZA 05/05/03 09:13AM >>>
TERRI PLEASE ADVISE MY CO-WORKERS ON THE NEW DENTAL PROCEDURE FOR MMIS.

THANKS,

I enatad 18




(10/17/2008) Deborah Davis - UNCLAIMED PROPERTY

o

From: Peggy Matherne

To: Tamara Manuel

Date: 10/17/2008 12:47 PM
Subject: UNCLAIMED PROPERTY

Below are contacts to check on unclaimed property:

Toll-Free in Louisiana at 1-888-925-4127
or 225-219-9400 in Baton Rouge or Out-of-State

U.S. Mail

John Kennedy, State Treasurer

Attn: Unclaimed Property Division

626 Main Street Baton Rouge, Louisiana 70801
or

P. 0. Box 91010 Baton Rouge, La. 70821

Fage 1




Tamara Manuel Pediasure Formula o o meye

From Kelly Mcnabb
Q To: Dexter Campbell: JANET ROSE; Janice IHAZA; Pamela Brown; Tamara Manuel
S Date: 12/22/03 11:05AM
Subject: Pediasure Formuia

Pediasure Formula is reimbursable through Blanchard IF it is prescribed by a doctor with a procedure
code. (NOT an NDC #)

Dexter, | spoke to Stephanie at Unisys and she stated that three things are absolutedly necessary in order
for her to make a decision; 1) The type formula itself, 2) How many calories per day the child needs; and
3) The percent of daily calories provided by the prescribed formula. There may be some additions to this,
however, this is the information Stephanie gave me today when | called her. So, go ahead and submit the
requests you have, with this information.

*** Unit: These are to be forwarded to Stephanie Guarino as we would a DME request.

Kelly McNabb, Program Specialist
DHH/BHSF/MMIS/Claims Processing Unit
225-342-9322

PRIVACY AND CONFIDENTIALITY WARNING

This E-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. If you are not the intended recipient, you are hereby notified that any review,
disclosure/re-disclosure, copying, storing, distributing or the taking of action in reliance on the content of

. this E-mail and any attachments thereto, is strictly prohibited. If you have received this E-mail in error,

b please notify the sender immediately and destroy the contents of this E-mail and its attachments by

e deleting any and all electronic copies and any and all hard copies regardless of where they are maintained
or stored.

Il Hospe Do ﬁf mi\
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fr’m Tamara Manuel - Re: TOS 07 Enhanced Fundings

Page 11

o

From: Darla Rateliff

To: Kelly Mcnabb

Date: 5/11/2006 3:36:17 PM

Subject: Re: TOS 07 Enhanced Fundings
Kelly,

Regarding enhanced reimbursments, there are currently 3 'groups’ that [ am aware of:

Professional services when rendered to a recipient age 0 (newborn) through age 15 years (TOS OZ).
Nurse Practitioner/Clinical Nurse Specialists and Physician Assistants are reimbursed at 80% of this rate.
These rates are based on recipient age only if this code is on TOS 07, the min/max age will be in the

range of 0-16.

CommunityCARE enhanced rates are for enrolled Primary Care Physicians when they render a service to
a CommunityCARE enrolled recipient (also TOS 07). This is not related to age and is restricted to PCPs.
It is also a very limited number of codes. (1 will forward a list of these to you).

Rehabilitation services rendered to recipients age 0 to age 3 years. These enhanced rates are on TOS 20
and apply to the following provider types: Home Health Agency, Outpatient Rehab, Freestanding Rehab
facility, and Health Services Providers.

There are many variations in claims pricing details. The above are just a few that relate to your specific
question!

>>> Kelly Mcnabb 5/11/2006 2:56:24 PM >>>
05/11/06

It was brought to my attention by J. Buckley/T. Manuel this PM that TOS 07 has enhanced funding for
certain procedures provided to enrollees who fall into certain categories (ex: age, etc). We discovered this
when an enrollee complained about the amount of her retro reimbursement check regarding RR case
#2943; procedure code 67904; priced at TOS 03.

How can we identify procedure codes that fall into TOS 07 (enhancements) in the event that we need this
information for future retro reimbursement pricing?

Thank you for your assistance.

Kelly McNabb, Medicaid Program Supervisor
DHH/BHSF/MMIS/Claims Processing Unit
225-342-9322

PRIVACY AND CONFIDENTIALITY WARNING

This E-mail may contain Protected Health Information, Individually Identifiable Health Information and
other information which is protected by law. The information is intended only for the use of the intended
recipient. If you are not the intended recipient, you are hereby notified that any review,
disclosure/re-disclosure, copying, storing, distributing or the taking of action in reliance on the content of
this E-mail and any attachments thereto, is strictly prohibited. If you have received this E-mail in error,
please notify the sender immediately and destroy the contents of this E-mail and its attachments by
deleting any and all electronic copies and any and all hard copies regardless of where they are maintained
or stored. '
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APPEAL PROCESS FOR RECIPIENT REIMBURSEMENTS

BUSINESS PROCESS STEPS

1. Receive appeal request in the mail from Bureau of Appeals, recipient or
authorized representative.

2. Log appeal request in Tracking Log (Excel document). Tracking is done by
supervisor.

3. Assign task to complete Summary of Evidence to Monitor.

4. Monitor review case. If review indicates an administrative error, an agency
reversal is done (originally denied case reopened and processed). The enrollee
and the Bureau of Appeals are notified of the agency reversal. The enrollee is
mailed a new Notice of Recipient Reimbursement Decision along with a check if
request was approved. The enrollee has 30 days to appeal this decision. If
another appeal request is received, the appeal process is completed. If the
enrollee is given an explanation of the denial and withdraws their appeal request,
the Bureau of Appeals is notified of their request by mail. The Bureau of Appeals
will issue a letter to both the agency and the enrollee confirming the withdrawal
request. All information regarding the appeal will be documented and scanned
into the ECR (Electronic Case Record).

5. Prepare Summary of Evidence and attach supporting documents if an agency
error was not made.

6. Review of Summary of Evidence and supporting documents completed by
supervisor.

7. Mail Summary of Evidence to Bureau of Appeals.

8. Supervisor receives letter from Bureau of Appeals scheduled hearing. Hearing
date is entered in Tracking Log

9. Monitor notified of hearing date.

10. Appeal hearing held with Appeal Law Judge, agency representative, enrollee
and authorized representative (if enroliee chooses to have one).

12. Receive decision from Bureau of Appeals. If agency decision is upheld,
Monitor documents and scans all information into ECR (Electronic Case Record).
The enrollee has the right to seek judicial review by a higher court. If the decision
is in favor of the enrollee, a directive is issued by the Bureau of Appeals giving
specific instructions concerning action to be taken. Action must be reported
within 14 days to the Bureau of Appeals. The enrollee is given 30 days to appeal
this decision also. If the enrollee submits an appeal, the appeal process is
completed.
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SUMMARY OF EVIDENCE
IDENTIFYING INFORMATION:
Name: Amy Carlimi
Address: 131 Lazy Creek Drive

Mandeville, LA 70471
Telephone #: (504)421-0247

LD. #: 3767195397666
SSN: 438-63-0219
Docket #: None Assigned

ACTION APPEALED:

Ms. Amy Carlimi is appealing the denial of her request for retroactive reimbursement through the
Department of Health and Hospitals, Medicaid Reimbursement Section.

EXPLANATION OF ACTION AND APPLICABLE POLICY:

On September 28, 2007, the Retroactive Reimbursement Unit received from Ms. Amy Carlimi, a
request for reimbursement. Ms. Carlimi submitted receipts dated 8/3/07 and 8/9/07 from Center
for Women’s Health, unpaid bills from Quest Diagnostics for services received 8/3/07, 8/6/07
and 8/8/07 and a unpaid bill from Medical Diagnostic Laboratories for services received 8/3/07
(Document #1).

A Notice of Decision informing Ms. Amy Carlimi of her Medicaid eligibility was mailed to her
on August 9, 2007 (Document #2). This notice also informed Ms. Carlimi of her eligibility for
retroactive reimbursement. Ms. Carlimi was informed that the deadline to submit her request for
reimbursement was September 10, 2007. The address and contact number to the Reimbursement
Unit was also given to call or write if there were questions or additional time was needed to
submit a request. Ms. Carlimi did not contact the Reimbursement Unit with any questions or to
request additional time.

Ms. Carlimi’s request for reimbursement was denied because it was not filed timely. A Recipient
Reimbursement Notice of Decision (Document #3) was mailed to her on October 1, 2007.
Medicaid Eligibility Manual Policy G-2100 states that the enrollee is given 30 days to contact
Medicaid to request consideration for reimbursement (Document #4).




®

On October 17, 2007 the Recipient Reimbursement Unit received Ms. Carlimi’s request for an
appeal dated 10/03/07 (Document #5). Ms. Carlimi indicated that she received the bills after the
deadline date to submit her request for reimbursement to Medicaid. However, the invoice dates
on the receipts from Center for Women’s Health are 8/3/07 and 8/9/07. The invoice date for
Medical Diagnostic Laboratories is 8/14/07and the invoice dates for Quest Diagnostics are
8/8/07, 8/9/07, 8/10/07, 8/14/07 and 8/15/07. Ms. Carlimi received notification of all these bills
before the deadline date to submit her request to Medicaid for reimbursement which again was
9/10/07.

POLICY REFERENCES:

1. Medicaid Eligibility Manual G-2100

The BLANCHARD, ET AL V. FORREST court judgment requires the Agency to reimburse
Medicaid recipients certified on or after February 15, 1995 for part or all of any medical expenses
paid by them beginning three months prior to the month of application through the receipt of the
initial medical eligibility card (MEC). The enrollee is given 30 days to contact Medicaid to
request consideration for reimbursement. (Document #4)

RELATED DOCUMENTS:
1. Bills submitted for reimbursement (Document #1)
2. Louisiana Medicaid Program Notice of Decision(Document #2)
3. Notice of Recipient Reimbursément Decision (Document #3)
4. Medicaid Eligibility Manual Policy G-2100 (Document #4)
5. Appeal Request dated 12/21/06 (Document #5)
D.Davis ‘ Date

Program Specialist
(225)342-9045

Audrey Piper Date
Medicaid Program Manager 1-B
(225)342-3882
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SUMMARY OF EVIDENCE
IDENTIFYING INFORMATION:
Name: Susan R Czudek
Address: 1259 Rose Lee Lane

Leesville, LA 71446
Telephone #: (337)375-5337

LD. #: 4747211756513
SSN: 439-67-1906
Docket #: Not Assigned

ACTION APPEALED:

Ms. Susan Czudek is appealing the rejection of his claim for Reimbursement through the
Department of Health and Hospitals, Medicaid Reimbursement Section.

EXPLANATION OF ACTION AND APPLICABLE POLICY:

On October 27, 2008 Ms. Susan Czudek submitted a cashier’s receipt dated 10/07/08 from Walmart
Vision Center #0405(Document #1) to the Recipient Reimbursement Unit requesting reimbursement.
On November 26, 2008 Ms. Doris Harris contacted Walmart Vision Center and was informed that
they do not accept LA Medicaid.

According to Medicaid Policy G-2100, the agency must verify that the provider was an enrolled
Medicaid provider on the date of service (Document #2). The request for reimbursement was denied
and a Notice of Recipient Reimbursement Decision (Document #3) was mailed to Susan Czudek on
December 3, 2008 explaining the denial.

The Notice of Decision (Document #4) dated October 15, 2008 mailed to Ms. Czudek informing
her of Ariana Grant’s eligibility for Medicaid also informed her of the requirements for
reimbursement. The notice informs the enrollee that the bills must be for medical care, services,
or supplies furnished by a provider who was enrolled in the Medicaid Program at the time of
service. This information is found under Eligibility For Retroactive Reimbursements #3.

On December 15, 2008 our office received Ms. Susan Czudek’s request for an appeal dated
December 10, 2008 (Document #5).




POLICY REFERENCES:

1. Medicaid Eligibility Manuel G-2100: Blanchard Et Al vs Forrest

The BLANCHARD, ET AL V. FORREST court judgment requires the Agency to reimburse
Medicaid recipients certified on or after February 15, 1995 for part or all of any medical expenses
paid by them beginning three months prior to the month of application through the receipt of the
initial medical eligibility card (MEC). To qualify for reimbursement, the following criteria must
be met: The agency has verified that the provider was an enrolled Medicaid provider on the date
the enrollee received service. (Document #2)

RELATED DOCUMENTS:

1. Cashier receipt from Walmart dated 10/07/08 (Document #1)
2. A copy of Policy Reference MEM G-2100 (Document #2)

3. Notice of Recipient Reimbursement Decision (Document #3)
4. Notice of Decision dated 10/15/08 (Document #4)

Appeal request signed by Susan Czudek dated 12/10/08 (Document #5)

(9]

D. Davis Date
Medicaid Program Supervisor
(225)342-9045
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SUMMARY OF EVIDENCE
IDENTIFYING INFORMATION:
Name: Arana A. Sonnier

Address: 2711 East Simcoe Apt 1
Lafayette, LA 70501
Telephone #: (337)237-1892

L.D.#: 4960844229376
SSN: 270-76-2067
Docket #: None Assigned

ACTION APPEALED:

Ms. Arana Sonnier is appealing the amount received on her claim for reimbursement
through the Department of Health and Hospitals, Medicaid Reimbursement Section.

EXPLANATION OF ACTION AND APPLICABLE POLICY:

On December 1, 2006, the Retroactive Reimbursement Unit received from Ms. Arana
Sonnier a statement from LA Oncology Associates for services received 09/06/06, a letter
requesting reimbursement for services received 09/06/06 and a copy of your letter
informing her of her eligibility for retroactive reimbursement (Document #1). The
statement submitted from LA Oncology Associates indicated that Ms. Sonnier made a
payment of $250.00 on 09/06/06. It also indicated that the charge for services for
09/06/06 was $86.00. The $164.00 remaining was applied to her account.

Reimbursement was considered for the payment of $86.00 made to LA Oncology
Associates for an office visit (procedure code 99212) received on 09/06/06. The
Medicaid rate for this procedure is $30.13 (Document #2). Medicaid Eligibility Manual
Policy G-2100 states that recipients will be reimbursed at the Medicaid rate, less any
Third Party Payments (Document #3). A Notice of Recipient Reimbursement Decision
(Document #4) along with a check in the amount of $30.13 was mailed to Ms. Sonnier on
December 15, 2006.

On January 18, 2006 our office received an appeal request from Ms. Sonnier dated
01/12/07. Ms. Sonnier stated “The total amount paid out of pocket was $250.00. I've
enclosed itemized bills” (Document #5).




The Patient History Summary submitted indicated that only $86.00 was charged for
services received 09/06/06. The remaining $164.00 was applied to services received
08/23/2006 at which time Ms. Sonnier was not eligible for Medicaid. Her Medicaid
eligibility began 08/31/06. According to the Medicaid Eligibility Policy Manual to
qualify for reimbursement, the enrollee has to eligible for Medicaid on the date of service
(Document #3).

POLICY REGERENCES:

1. Medicaid Eligibility Manual G-2100

The BLANCHARD, ET AL V. FORREST court judgment requires the Agency to
reimburse Medicaid recipients certified on or after February 15, 1995 for part or all of
any medical expenses paid by them beginning three months prior to the month of
application through receipt of the initial medical eligibility card or the reactivation of the
medical eligibility card. A bill paid by the enrollee after receipt of the MEC or the
reactivation of the MEC is not eligible for reimbursement (Document #3).

RELATED DOCUMENT:

1. Information received 12/01/06 from Ms. Arana Sonnier (Document #1)
2. Medicaid Rate for procedure code 99212 (Document #2)

3. Medicaid Eligibility Manual Policy G-2100 (Document #3)

4. Notice of Recipient Reimbursement Decision (Document #4)

5. Appeal Request dated 01/12/07 (Document #5)

D. Davis Date
Medicaid Program Specialist 2
(225)342-9045

K. McNabb Date
Medicaid Program Specialist Supervisor
(225)342-9322
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Q SUMMARY OF EVIDENCE
IDENTIFYING INFORMATION:
Name: Rachel Lee
Address: 1212 Brokenbraugh Ct Apt B

Metairie, LA 70005
Telephone #: 504-874-4887

I.D.#: 0597898791813
SSN: 433-29-1135
Docket #: None Assigned

ACTION APPEALED:

Ms. Rachel Lee is appealing the rejection of her claim for reimbursement through the
Department of Health and Hospitals, Medicaid Reimbursement Section.

EXPLANATION OF ACTION AND APPLICABLE POLICY:

On July 17, 2006, the Retroactive Reimbursement Unit received from Ms. Rachel Lee a
cashier’s receipt and prescription receipts dated June 13, 2006 from Walgreen Pharmacy

Q (Document #1). The prescription receipts indicated that Medicaid denied payment
because the recipient had other insurance on file.

When Ms. Rachel Lee applied for Medicaid on October 20, 2005 she reported she had
insurance with Humana Health Plans (Document #2). This insurance was cancelled
effective 12/01/05. However, the request to update this information was not made with
Medicaid until 06/30/06 (Document #3).

One of the Rights and Responsibilities of Medicaid recipients is to tell Medicaid within
10 days of the following changes: 1) If anyone receiving health coverage moves out of
state; 2) Changes in were they live or get their mail; and 3) Changes in other health
insurance coverage (Document #2). According to Medicaid Eligibility Manual, Policy
G-2100 (Document #4), bills paid after receipt of the initial medical eligibility card or the
reactivation of the medical eligibility card are not eligible for reimbursement. Ms.
Rachel Lee’s request for reimbursement was denied.

Brooke Lee has been eligible for Medicaid since 10/01/2005. Her Medicaid eligibility
card was issued on 10/31/05. A Notice of Decision was mailed to her on July 19, 2006
informing her of the denial (Document #5). On July 31, 2006 our office received a
request for an appeal from Ms. Rachel Lee dated July 26, 2006 (Document #6).




POLICY REGERENCES:

1. Medicaid Eligibility Manual G-2100

The BLANCHARD, ET AL V. FORREST court judgment requires the Agency to
reimburse Medicaid recipients certified on or after February 15, 1995 for part or all of
any medical expenses paid by them beginning three months prior to the month of
application through receipt of the initial medical eligibility card or the reactivation of the
medical eligibility card. Bills paid by the enrollee after receipt of the MEC or the
reactivation of the MEC are not eligible for reimbursement (Document #7).

RELATED DOCUMENT:

1. Bills submitted for reimbursement (Document #1)

2. Louisiana Children’s Health Insurance Program Application (Document #2)

3. Medicaid Eligibility Determinations System - Third Party Liability Policy
Maintenance Screen (Document #3)

4, Medicaid Eligibility Manual Policy G-2100 (Document #4)

5. Notice of Decision dated 07/19/06 (Document #5)

6. Appeal Request dated 07/26/06

D. Davis Date

Medicaid Program Specialist 2
(225)342-9045

K. McNabb Date
Medicaid Program Specialist Supervisor
(225)342-9322 :
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March 26, 2002

Jamie B Tairov
14231 Cottingham Ct.
Baton Rouge, LA 70817

RE:  Appeal Request
ID#’s: 2697147824102/437-37-5173
Docket Number: 0008684
'y Dear Ms. Tairov:
Upon notification of your request for an appeal and review of your case, our office has agreed to
do an agency reversal. An error was made in identifying the date of service to Baton Rouge

Clinic for Rebecca Tairov.

However, Baton Rouge Clinic is not a Medicaid Provider. Therefore we are unable to reimburse
you for services received on 09/04/01 and 09/06/01.

A new notice has been sent to you regarding our decision. You do have the right to appeal this
decision also. A hearing will not be scheduled at this time. If you have any questions, feel free
to contact me at (225)925-3906.

Sincerely,

D.Davis, EE2

CC: Appeals Bureau
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May 7, 2007

TO:  Bridgett Robillard
6363 Djuwana Drive
Baton Rouge, LA 70811

RE: 8198331109306/433-43-9524
Docket No. — Not Assigned

Dear Ms. Bridget Robillard
Upon notification of your request for an appeal and review of your case, our office has agreed to
do an agency reversal. However, additional information is needed to determine if you are

entitled to reimbursement.

You indeed submitted receipts showing the amounts you paid to Lake After Hours, Walgreen

' Pharmacy and Dr. Tiffany Chevalier. However, you failed to provide verification of third party
- payment which was requested on the Recipient Reimbursement Verification Form dated March
15, 2007 (copy attached).

In order to process your request for reimbursement you will need to provide an Explanation of
Benefits from your private insurance provider for services received from Lake After Hours
(2/18/07) and Walgreen Pharmacy (2/8/07). You may provide the retail cost of the drug from
Walgreen Pharmacy if you do not have an Explanation of Benefits. You also need to provide a
copy of the bill or a written statement from Dr. Chevalier which shows the date of service,
procedure and diagnosis codes, the amount billed, amount you paid and verification of third party
payment.

This information is due in our office by 5/22/07. If you cannot provide the information by this
date, you must contact our office at (225)342-9045 and we can give you extra time to mail it in.
A hearing will not be scheduled at this time. If you have any questions, regarding this matter,
you may contact me at 225-342-9045.

Sincerely,

D. Davis
Program Specialist 2




. cc: Appeals Bureau




LOUISIANA

STATE OF LOUISIANA p—

DEPARTMENT OF HEALTH AND HOSPITALS %‘i ——

Department of

HEALTH and

HOSPITALS

(athieen Babineavx Blanco ———————
GOVERNOR Frederick P. Cerise, M.D.,M.P.H.

SECRETARY

APPEALS DIRECTIVE
TO: Ms. Janice Buckley, Claims Processing, MMIS

FROM: Anne Bolner
Administrative Law Judge

RE: Appeal Hearing of: Roland Stroud
Docket Number: 00-24-466

Whether or not Appellant is entitled to reimbursement cannot be determined from the record
presented.  Appellant was hospitalized in 2002. Medicaid policy regarding retroaclive
reimbursement has been revised several times since 2002. The record does not establish that the
policy relied upon by MMIS is necessarily the policy applicable to the case. The record also fails
to provide other information necessary to the determination of whether Appellant is entitled 1o
reimbursement.

The MMIS office must reinvestigate Appellant’s reimbursement claim and issue a new notice with
appeal rights to Appellant regarding its findings.

Please report your action in regard to this directive in the space below.

REPORT TO APPEALS BUREAU BY AGENCY REPRESENTATIVE

/o(a
I received the above directive on V/‘z 5/ 'and initiated proceedings to carry out the order on the
< day of 12141}[ , 2006. The following action has been taken:
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et AN gpuale smsusmnte IR, R 7. 13 L) b/ S B Y
_haﬁ,a}lou /| DA, / 4

516G 106
o

Qmw, Pk Pex

’ a Duly Authorized Representa(i}e of MMIS

OFFICE OF MANAGEMENT AND FINANCE  BUREAU OF APPEALS - n‘\’ = D
617 NORTH BOULEVARD e P.0. BOX 4183 « BATON ROUGE, LOUISIANA 70821-4183 D blume
PHONE #: 225/342-0443 « FAX #: 225/342-8773 ace |\
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: LOUISIANA
STATE OF LOUISIANA =

DEPARTMENT OF HEALTH AND HOSPITALS =T

I

Il

Department of
HEALTH anad
M. J. "Mike" Foster, Ir. HOSPITALS

GOVERNOR

Darid W. Huod
SECRETARY

APPEAL DECISION

In the case of:
ROLAND STROUD

Claim for:
Reimbursement

Appeal Number :
0024466

ldentification Number :
6382335626176/437602440
NP'Y
. Filed: February ¥, 2006

Heard: March 9, 2006

This appeal was filed by Mr. Roland Stroud (Appellant} in response to the demal of his request for
reimbursement of $850.00 paid by Appellant to Iberia Medical Center in connection with medical
liabilities incurred by Appellant when he was hospitalized form August 27, 2002, through August 29,
2002. A telephone hearing was conducted. The undersigned Administrative Law Judge participated from
the Bureau of Appeals in Baton Rouge. Appellant represented himself and participated from his home
in New Iberia. Ms. Janice Buckley, Program Specialist with the Claims Processing and Medicaid

- Recipient Reimbursement Office of the Medicaid Management Information System (MMIS) represented
the position of the MMIS and participated from her office in Baton Rouge.

ISSUE

Did the Agency properly deny reimbursement of $850.00 in connection with medical liabilities he
incurred during his August 27, 2002, through August 29, 2002, hospital stay because his insurance paid
more than the Medicaid altowable amount on the claim?

. OFFICE OF MANAGEMENT AND FINANCE ¢ BUREAU OF APPEALS
“ 1201 CAPITOL ACCESS ROAD » P. O BOX 4183 » BATON ROUGE, LOUISIANA 70821-4183

PHONE - 225/342-0443 FAX #225/342-8773 X_ :;F@ :}
“AN EQUAL OPPORTUNITY EMPLOYER" DO(_umen
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' MEDICAID POLICY’

G-2100 RETROACTIVE REIMBURSEMENT

The BLANCHARD, ET AL V. FORREST court judgment requires the agency to reimburse
the Medicaid enrollee certificd on or after February 15, 1995 for part or all of any medical
expenses paid by them beginning three months prior to the month of application through
receipt of the initial

Medical Eligibility Card (MEC).

To qualify for reimbursement, the following criteria must be met:
1 The enrollee was Medicaid eligible for the date of service.

2) The agency has verified that the provider was an enrolled Medicaid provider
on the date the enrollee received service.

3) The bills must be for the period beginning three months prior to the month
of application through receipt of the initial MEC or reactivation of the MEC.
Reactivation of the MEC would take place when an enrollee of Medicaid
status has an interruption in coverage, reapplies and is certified for coverage
in a qualifying Medicaid program, the certification period is usually twelve
months.

®

4) The enrollee has not received reimbursement from Medicaid, the Medicaid
provider or received payment in full by a third party entity.

5) The medical bills must be for medical care, services or supplies covered by
the program at the time the service was delivered.

6) The enrollee must provide proof of payment to BHSF. Bills which were paid
in full by a third party (such as Medicare, an insurance company, charitable
organization, family or friend) cannot be considered for reimbursement
unless the enrollee remains liable to the third party. It is a requirement that
continuing liability of the enrollee be verified.

Reissued February 13, 2006 G-2106

Replacing November 29, 2005 Refreactive Reimbursement
"ITALICS" Text Revised

Medicaid Eligibility Manual Application Processing

i .. . . . .
Note: Medicaid Policy regarding retroactive reimbursement has been revised several times between 2002

‘ when Appellant was hospitalized and 2006, the time of his appeal.
: 2
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SUMMARY OF THE EVIDENCE

. On December 9, 2005, Appetlant sought reimbursement for $850.00 he paid in connection with his
hospital stay from August 27, 2002, through August 29, 2002. On January 12, 2006, Appellant was
notified that his claim for reimbursement was denied because his insurance paid more than the
Medicaid allowable amount. According to the notice sent to Appellant, Appellant’s insurer paid
$36,868.00 and Appellant paid $850.00. The denial of the request for reimbursement was appealed.

At the appeal hearing, Appellant pointed out that if he had not been insured at all, Medicaid would
have paid for his medical expenses arising out of his hospitalization. Appellant suggested that if he
initially had been found to be disabled issues of retroactive coverage could have been avoided. The
MMIS representative supplemented the record with information showing that the maximum
Medicaid would have paid for Appellant’s hospital stay would have been $703.70 per day. As
Appellant stayed in the hospital three days, and Medicaid would not have compensated on the day
of discharge, the Medicaid Program Specialist argued that Medicaid would only have paid $1,407.40
for Appellant’s hospital stay on August 27, 2002, through August 29, 2002.

FINDINGS OF FACT

The undersigned Administrative Law Judge has carefully considered the entire available and credible
evidence and based upon a preponderance of the evidence makes the following findings of fact:

hospital stay from August 27, 2002, through August 29, 2002. Appellant claimed

. 1. Appellant paid at least $850.00 towards medical liabilities he incurred during his
reimbursement from Medicaid for the $850.00 he paid.

2. DHH's MMIS Office determined that Appellant’s reimbursement claim met
preliminary criteria for reimbursement consideration, but Appellant’s reimbursement
request was denied because the MMIS Office found that Appellant’s insurance
carrier had paid more than the Medicaid allowable rate.

3. Appellant’s insurance provider paid $36,868.50 for Appellant’s hospital care August
27, 2002 through August 29, 2002.

ok FD
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| . RECOMMENDATIONS AND CONCLUSIONS

The record presented does not provide sufficient information to determine whether Appellant’s
insurer paid more than the Medicaid allowable rate or whether or not Appellant is entitled to
reimbursement.

Appellant was hospitalized in 2002. Medicaid policy regarding retroactive reimbursement has been
revised several times since 2002. The record does not establish that the policy relied upon by MMIS
is necessarily the policy applicable to the case.

The MMIS unit made its determination based upon Medicaid policy as stated in the February 13,
2006 revision: “Reimbursements are made at the Medicaid rate, less any Third Party payments.”
Medicaid Eligibility Manual G-2100. Even assuming this policy is applicable, the record contains
insufficient information to determine whether reimbursement should be made to Appellant. The
record reflects a great discrepancy between what Appellant’s insurer paid towards his August 27
through August 29, 2002, hospital stay, and what the MMIS representative said that Medicaid would
have paid for Appellant’s hospital stay. Appellant’s insurer paid $36,868.50 for Appeliant’s hospital
stay, while the MMIS representative argued that Medicaid would have only paid the per diem rate,
a total of $1,407.40. The record suggests that the insurer paid for various medical procedures
administered to Appellant while he was in the hospital. The record does not show what portion of
the insurer’s payment went towards expenses which would have been covered by Medicaid as per
diem expenses. The record does not support that conclusion that Medicaid would only have paid
the hospital per diem and would have paid nothing toward the medical procedures administered to
! Appellant in the hospital.

Whether or not Appellant is entitled to reimbursement cannot be determined from the record
presented. The MMIS office must reinvestigate Appellant’s reimbursement claim and issue a new
notice with appeal rights to Appellant regarding its findings.

RECOMMENDED DECISION:

Whether or not Appellant is entitled to reimbursement cannot be
determined from the record presented. The MMIS office must
reinvestigate Appellant’s reimbursement claim and issue a new
potice with appeal rights to Appellant regarding its findings.

I hereby submit the foregoing report of the proceedings and my
proposed decision and recommend its adoption as the decision of the
Secretary of D.H.H.

=y .
Anne Bolner
‘ Administrative Law Judge

g 7 DDQU,?\Q/ é_q;{:f%
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Department of
HEALTH and
HOSPITALS

Bobby Jindal Alan Levi
GOVERNOR AUG 11 2098 SECRETARY

Ms. Shirley J. Cosby-Hill
On behalf of Mable Jones
522 Patrick Street
Minden, LA 71055

RE: Mable Jones

Docket Number: 00-33-686
Identification Number: 6181809066523
Parish: Webster

Dear Ms. Cosby-Hill:
The attached decision has been adopted as a result of the Administrative hearing held on July 23, 2008.
This decision exhausts any administrative remedy within this Department. If you are dissatisfied with this

ruling, you have the right to seek judicial review in accordance with Louisiana Revised Statute 46:107(C).

Any request for judicial review must be filed in the 19th Judicial District, Parish of East Baton Rouge,
or in the district court of the parish of the appellant’s domicile within 30 days from the date of this letter.

Sincerely,
1.D. Tren{W

Director, Bureau of Appeals
On behalf of the Office of the Secretary
Department of Health and Hospitals

cc: Ms. Tamara Manuel, Medicaid Program Monitor, MMIS Unit;
Webster Parish Medicaid

OFFICE OF MANAGEMENT AND FINANCE - BUREAU OF APPEALS
617 NORTH BOULEVARD - P.O. BOX 4183 - BATON ROUGE, LOUISIANA 70821-4183
PHONE #: 225-342-0443 - FAX #. 225-342-8773
“AN EQUAL OPPORTUNITY EMPLOYER"”
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Department of
HEALTH and

‘ ' HOSPITALS
... g%‘i%;;\:‘ga Alan Levine

SECRETARY

APPEAL DECISION
In the case of:
Mable Jones

Claim For:
Recipient Reimbursement

Appeal Number:
00-33-686

1dentification Number:
6181809066523

Filed: May 22, 2008
‘ Heard: July 23, 2008

This appeal was filed on behalf of Ms. Mable Jones (Appellant) after the denial of a request for
reimbursement of fees paid on behalf of Appellant for services received from February 17, 2008, through
March 22, 2008, provided by Ms. Cindy Jones. A telephone hearing was conducted. The undersigned
Administrative Law Judge participated from the Bureau of Appeals in Baton Rouge. Appellant was
represented by her daughter, Ms. Shirley J. Cosby-Hill, who participated from the Region 7 Medicaid
Office in Shreveport, along with Ms. Bennie Chase, R.N., a Medicaid Certification Specialist 11, Ms.
Sharon Orr, Medicaid Analyst IT; Ms. Betty Stanley, Medicaid Area Manager, Region 7 Medicaid; Ms.
Delmar Ayers, Direct Support Worker Supervisor, St. Genevieve Healthcare Service (a Medicaid service
provider); Ms. Cindy Jones, a Personal Care Attendant; and Ms. Princetta Johnson, Support Coordinator
for Easter Seals. Ms. Tamara Manuel, Medicaid Program Monitor for the Retroactive Reimbursement

Unit; and Ms. Deborah Davis, Medicaid Program Supervisor for the Retroactive Reimbursement Unit,
participated from their office in Baton Rouge.

ISSUE

Did the Agency properly deny reimbursement of fees paid to Ms. Cindy Jones on behalf of Appellant

for services received from February 17, 2008, through March 22, 2008, on the grounds that Ms. Jones
was not a Medicaid service provider?

OFFICE OF MANAGEMENT AND FINANCE - BUREAU OF APPEALS
617 NORTH BOULEVARD - P.O. BOX 4183 - BATON ROUGE, LOUISIANA 70821-4183
PHONE #: 225-342-0443 - FAX #: 225-342-8773
“AN EQUAL OPPORTUNITY EMPLOYER”
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MEDICAID POLICY
MEDICAID ELIGIBILITY MANUAL

G-2100 RETROACTIVE REIMBURSEMENT

khkkkk

Bills Not Eligible for Reimbursement

* ok ok ok ok ok

* Bills paid to a non-Medicaid provider who does not participate in the Medicaid
Program.

ook e kok

SUMMARY OF THE EVIDENCE

On April 15, 2008, the Medicaid Retroactive Reimbursement Unit received a request for
reimbursement for payments made to Ms. Cindy Jones for services rendered in February and March
0f2008. The reimbursement request was denied on the grounds that the provider, Ms. Cindy Jones,
was not enrolled as a Medicaid provider. The denial was appealed.

Atthe appeal hearing, Appellant’s daughter presented the testimony of various witness showing that
in January of 2008, Ms. Cindy Jones applied for employment with St. Genevieve Healthcare Service
(St. Genevieve) and that Ms. Cindy Jones was officially hired by St. Genevieve, a Medicaid service
provider, on March 23, 2008. The Retroactive Reimbursement Unit representatives stated that
regardless of when Ms. Cindy Jones became an employee of St. Genevieve, payments made directly
to Ms. Cindy Jones could not be reimbursed because Ms. Cindy Jones was not a Medicaid service
provider. Appellant’s daughter stated that while seeking Medicaid benefits for her mother, she was
unable to obtain adequate information about Medicaid policy.




FINDINGS OF FACT

The undersigned Administrative Law Judge has carefully considered the entire available and credible
evidence and based upon a preponderance of the evidence makes the following findings of fact:

1. Appellant sought retroactive reimbursement from the Medicaid program for payments made
to Ms. Cindy Jones for services provided from February 17, 2008, through March 22, 2008.

2. Between February 17, 2008, through March 22, 2008, Ms. Cindy Jones was not a Medicaid
service provider.

RECOMMENDATIONS AND CONCLUSIONS

Applicable Medicaid policy required the denial of Appellant’s request for reimbursement.

Bills paid to a non-Medicaid provider who does not participate in the Medicaid Program are not
eligible for retroactive reimbursement by the Medicaid Program. Medicaid Eligibility Manual G-
2100, Retroactive Reimbursement. There was no evidence that Ms. Cindy Jones was enrolled as
a Medicaid provider at any time. Payments made directly to Ms. Cindy Jones were not eligible for
reimbursement.

The record supports the denial of Appellant’s request for reimbursement for the services of Ms.
Cindy Jones.

RECOMMENDED DECISION:

IN FAVOR OF THE DENIAL OF THE REQUEST FOR REIMBURSEMENT
FOR PAYMENTS MADE TO MS. CINDY JONES.

I hereby submit the foregoing report of the
proceedings and my proposed decision and
recommend its adoption as the decision of the
Secretary of the Louisiana Department of Health
and Hospitals.

—
AW /%4’/‘\

Anne Bolner
Administrative Law Judge




EXHIBITS

. Presented by the Retroactive Reimbursement Office:

1. Summary of Evidence with related documents.




Bobby Jindal Alan Levine
. GOVERNOR SECRETARY
State
Department of Health and Hospitals
Bureau of [Health Services Financing
APPEALS COVER MEMORANDUM
Date:
To: Mr. lvory Trent, Director
DHH Appeals Bureau
From: , Medicaid Program Supervisor
DHH/BHSF/MMIS/Recipient Reimbursement
Re: |
DOCKET #: OR 0O Docket E# Not Assigned TYPE CASE
3 INITIAL REFERRAL 1 ADDITIONAL INFORMATION-INITIAL REFERRAL DATE:
O 1. The above referenced appellant requested a fair hearing:
. 3 Verbally by telephone on J Verbally in person on
e O In writing & hand delivered on 0 Via facsimile & received on
3 By U.S. mail-
Postmark Date: (Attach Origina! Envelope) (3 Postmark Not Retained or lllegible
Date Stamped in Local Office On
0 Directly to the Appeals Bureau, SOE Request received in local office on
2. A copy of the original rejection/closure nptice is attached.
3. Summary of Evidence - Two copies of the SOE (three copies if the appellant has legal representation) and
all related documents are attached. Pleage schedule the hearing at the following location:
4. Benefits at Issue in Appeal - (] have bs:*en continued (3 have not been continued 3 Not Applicable
5. Agency Reversal - Appeal has been resélved in favor of the appellant - No loss of benefits and Summary of
Evidence not completed. |
6. Withdrawal - Appeal request withdrawn by the appellant - signed statement including reason enclosed.
7. Request Not Timely - Appeal request af pears to have not been timely filed. Please advise whether this
Appeal will be dismissed or if we shoIﬂd proceed with preparation of the Summary of Evidence.
O 8. Legal Representative (IF AprLicasLe) Name:
Address:
. Telephone #: ( )
o O 9. Other
Medicaid Program Monitor: Supervisor:
Telephone #: (__ ) Telephone #: (___)
BHSFIMMIS
Revised 08/20/08
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GENERAL INFORMATION

The Bureau of Appeals was established t
and enrollees who are adversely affected

MVA Administrative Manual

APPEALS

0 ensure that fair hearings are provided to applicants
by a determination made by the Department of Health

& Hospitals, Medical Vendor Administraéﬁon (Medicaid).

Applicants and enrollees are informed in
decision notice of their right to a fair he

:!writing on the application form, renewal form, and
ring. The BHSF Flyer - Fair Hearings

http://bhsfonlinemanuals/mfm/Flyer%?2 i?air%Z()lwlearin;zs.pdf provides information about fair

given about fair hearings in any contact

r discussion when such explanation is appropriate,

hearings and is available to the public uj}bn request. Oral explanation by Medicaid Analysts is
Ii

particularly in contacts concerning deni
person who exercises the right to a Fair |

The claimant may represent himself at th

representative such as a friend, relative,

with due process requirements of the Ad
are necessary to accomplish a Fair Heari

While a fair hearing is not a court proceg

s, rejections, terminations, or reduction of benefits. A
Hearing is called a claimant.

¢: hearing or be represented by any authorized
egal counsel, or other spokesperson.

I:ure, the degree of formality has increased to comply
ministrative Procedures Act. The following safeguards

ng. The claimant is:

otice, explaining the reason for the action and citing the

Provided an opportunity 1o question Agency witnesses at the hearing;

* Provided with a written n
policy reference;

.

* Provided an opportunity

4 Provided an opportunity

\ Guaranteed the presence

* Guaranteed a decision ba

proof at the hearing or o
parties; and

1;) present arguments and evidence orally;

b appear with counsel;

I

f an impartial Administrative Law Judge;

-

ied solely on the legal rules and the evidence offered as

btained subsequent to the hearing if agreed to by the

Revised September 24, 2008
Expires August 31, 2010
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¢ Provided with a statement explaining the reasons for the decision of the
Administrative Law Judge and indicating the evidence on which the decision is

based.

Due process not only defines and protect
to observe principles of fair play in all cq
right to the essentials of fair play. Those
evidence, examining witnesses, etc. The

The Agency’s primary goal in a fair hear
claimant’s situation is correctly applied.

case for appeal, if necessary. The hearing

s the rights of the claimant, but also requires the Agency
htacts with claimants. In hearings, the Agency has the
rights are equal to those of the claimant in submitting
claimant has a duty to cooperate.

ing is to assure that the policy applicable to the
“or this reason, the Agency must assist the claimant or

process also provides a feedback mechanism whereby

I

authorized representative in filing and preparing his fair hearing request and help prepare his
)
I

policy-making officials can determine if

DEFINITIONS

modifications to policies and procedures are needed.

Adequate Notice: A written notice infogming the enrollee of an action that has been taken at the

time the notice is given. This notice also
within the appropriate time period.

provides notice of the right to request a Fair Hearing

i

Administrative Law Judge (ALJ): Anlimpartial individual responsible for conducting a fair

hearing and issuing a recommended decision on the issues in question.

Advance Notice: A written notice of ad #jverse action mailed to the applicant or enrollee prior to

taking the action. The notice provides an
proposed action.

‘opportunity to rebut the decision or to appeal the

Advance Notice Period: The ten-day p%riod from the date of the notice to the date the proposed
action will be taken. If the applicant or enrollee requests a fair hearing during the advance notice
period, the action is not taken unless the|applicant or enrollee specifically waives the right to

continue benefits.

Adverse Notice: Any written notice informing the applicant or enrollee of any Agency action
which unfavorably affects his case and the effective date of that action.

—
Revised September 24, 2008
Expires August 31, 2010
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Agency: Any operating unit of the Medical Vendor Administration which includes the local,
regional, or state office.

Agency Conference: A meeting between the claimant and the Agency where a supervisor or
manager explains the action that is being appealed. It may be conducted by telephone if the
claimant agrees. The Medicaid Analyst and/or Medicaid Program Specialist may participate if
the supervisor deems this appropriate and the claimant is in agreement.

Agency Reversal: The issue is resolved in the claimant’s favor by the Agency.

Appeal Decision: An official report which makes specific factual findings. It identifies
pertinent state or federal regulations and|gives the reason for the decision. It is the final written
decision of the Department of Health and Hospitals on the issue in question.

Appellant: Person appealing the Agency’s decision.

Authorized Representative: Any authorized person acting on behalf of an applicant or
enrollee. This can be the claimant’s friend, relative, attorney, paralegal, legal guardian, or any
person the applicant/enrollee chooses. The authorized representative must be acting with the
. permission of the applicant or enrollee upless the application/enrollee is under an order of
% interdiction. ‘

Benefits: Any kind of assistance or payments made by the Agency on behalf of the enrollee.

Bureau of Appeals: The office staffed by Administrative Law Judges who are responsible for
facilitating hearings between the appella;r;flt and Agency. :

Claimant: An applicant or enrollee whqf: has requested a fair hearing.

Directive: A written communication from the Bureau of Appeals to the Agency giving specific
instructions to be taken as a result of a hgaring. This directive shall be executed within ten days
and reported to the Bureau of Appeals within 14 days of the date of the directive or by the

appeal’s 9™ day deadline, whichever is|earliest.

Docket Number: A unique number that identifies a specific appeal.

Effective Date: The intended date on which a termination, a sanction, or reduction in benefits
becomes effective.

' Revised September 24, 2008 Appeals
Expires August 31, 2010 ! Page 3 of 19




{

@

MVA Administrative Manual

Fair Hearing: An administrative proceg
representative may present evidence to s
action, or inaction is not fair and should

Official Hearing Record: Official tran

i

ure during which a claimant or authorized
ow why it is believed the Agency action, proposed
e reversed.

cript summarizing what transpired at the hearing. It

includes all evidence and other material introduced at the hearing, the recommendations of the

Administrative Law Judge, and the direc

Request for a Fair Hearing: Any clear
or authorized agent indicating the wish t

Rejection: Denial of an applicant’s initi

ive, if issued.

expression, either oral or written, made by the claimant
appeal an Agency decision.

I request for benefits; as no benefits have been

awarded, advance notice of decision is inappropriate.

Reversal: A decision made by the Bure 1u of Appeals directing the Medical Vendor
Administration to “reverse” its adverse ac¢tion decision.

Subpoena: An order commanding a designated person or document to be present at a hearing.

Summary of Evidence: A document pr
action being appealed. Its purpose is to pi
his case for the hearing.

Withdrawal: A decision made by the af

pared by the Agency that states the reason for the
rovide the claimant with information needed to prepare

pellant to terminate the appeals process.

WHO CAN REQUEST A FAIR HEA]B:;{ING

services under any program administere

by the Medical Vendor Administration may request a

Any applicant or enrollee who believes y: has been adversely affected regarding benefits or

fair hearing.

The Bureau of Appeals has the right to dfcny a request for a fair hearing when:

¢ The request is outside of the jurisdiction of the Bureau of Appeals;
|
. The request for a hearing is made after the time limit has expired;
¢ The sole issue is one of state or federal law or regulation requiring automatic

adjustment in benefits for

classes of recipients; or

I

Revised September 24, 2008
Expires August 31, 2010
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¢ The individual requesting the appeal is not the applicant, enrollee or person
authorized to act on his bghalf.

When a fair hearing request is accepted ty the Bureau of Appeals, it may be disposed of without
a hearing and without a decision if: “

A\ The request for a fair hear ing is withdrawn by the claimant;

* The claimant abandons hié request for a fair hearing. If the claimant or his
authorized representative fails to appear for a hearing and has made no contact
with the Agency or the Bureau of Appeals, the request for a fair hearing will be
considered abandoned. If |he later requests to reschedule, the request will be

evaluated by the Bureau of Appeals for good cause; or

¢ An Agency reversal deci qjion is made prior to a hearing.

TIME LIMITS FOR FAIR HEARINGS
. Requesting a Fair Hearing

When a decision is made on a case, such|as a certification, rejection, change in benefits, or

closure, the applicant or enrollee is notified and allowed 30 days from the date of the notice to

request a fair hearing.

Agency Response

At any time the claimant, either orally or/in writing, makes a request for a fair hearing to the

Agency, the Agency must submit the request to the Bureau of Appeals within seven calendar
days of receipt. |

Rendering of a Decision

A prompt, definitive and final decision rﬁust be provided by the Bureau of Appeals within 90
days from the date of the fair hearing request. If the hearing is delayed at the request of the
claimant or authorized representative, this time limit is extended for a period agreed to by both
parties. The hearing cannot be delayed more than 30 days without good cause. The time limit for
rendering a decision may be extended hen the claimant wishes to present additional evidence.

This time limit is extended for a period ?greed to by both parties.

. Revised September 24, 2008 Appeals
Expires August 31,2010 ; Page 5 of 19
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SPECIFIC RIGHTS OF A CLAIMANT

The claimant or authorized representative

L

Revised September 24, 2008
Expires August 31, 2010

 has the right to:

Receive assistance from the Agency with filing and preparation;

View specific case record

documents or applicable policy necessary to determine

whether a hearing should be requested and/or the documents or policy necessary
to prepare for a hearing, without charge;

Referral to available community legal services;
http://bhsfonlinemanuals/portal/legalaidnumbers.pdf

A verbal explanation of th
claimant. If the claimant ¢

interpreters who speak the

Review the case record. U
the claimant or authorized

e hearing procedures in the native language of the
oes not speak English, the Agency must provide
appropriate language;

pon request and at a reasonable time before the hearing,
representative must be allowed to review the claimant's

these documents must be

srovided to the claimant upon request and without

case record or any docur:E nts to be used by the Agency at the hearing. Copies of

charge. The case record
representative;

Present the case in person

Request that a subpoena b
requests and authorize the

Request a postponement p
if a postponement is to be

ust be viewed in the presence of an Agency

or with the aid of others, including legal representation;

e issued. The Bureau of Appeals will evaluate such
Agency to serve the subpoena, if appropriate;

rior to the hearing. The Bureau of Appeals will decide
granted based upon good cause;

advance arguments withoj

st undue interference and to question or refute any

Submit evidence and brir;Eﬁ witnesses to the hearing. The claimant has the right to

testimony or evidence. T
witnesses; and

1e claimant has the right to confront and cross examine

Request a rescheduled heeiring after failing to appear at the hearing. The Bureau
of Appeals will evaluate the requests to determine if good cause exists.

Appeals
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BENEFITS PENDING THE FAIR HEEARING DECISION
|

Generally, benefits must be continued or
an applicant or enrollee requests a fair he
within ten days of the date of the Adequg

reinstated to the benefit level of the previous month if
aring prior to the expiration of the Advance Notice or

ite Notice. Exceptions to this rule are listed below:
|

. The applicant or enrollee |i§ndicates in writing he does not want benefits continued.

L A determination is made {
or federal law.

. A change unrelated to the

hat the sole issue is one of an existing or change in state
i

i
P

hppeal issue affecting the applicant or enrollee’s

eligibility occurs while thﬁ hearing decision is pending and the applicant/enrollee

fails to request a hearing

fter receiving the notice of change.

\ Reduction or termination [as a result of a mass change.

Medicaid benefits will continue at the priior level until the end of the certification period or until

the resolution of the hearing. The cost of

to recovery by the Agency if its action ig

AGENCY RESPONSIBILITY

any rendered Medicaid services or payments are subject
upheld.

i
i

Supervisory Review and Agency Conf(ierence

When the claimant or authorized representative requests a fair hearing or expresses
dissatisfaction with an action, proposed action or inaction, a supervisor and the Medicaid
Analyst must review the case record. Agency policy as well as specific case factors shall be

reviewed.

The Agency may offer to hold an Agency conference, in person or by telephone, with the
dissatisfied party in order to review the ¢gircumstances. This does not postpone the time frame for

submitting a Summary of Evidence. The
request unless the claimant requests that

iconference must be held within two working days of the
it be held later. If the claimant cannot be reached by

telephone, the Agency may send a letter|within two days offering to hold a conference as soon as
possible. A supervisor or manager may c:sionduct the Agency conference. It may be conducted by
telephone if the claimant agrees. A reprgsentative or other legal counsel may accompany the
claimant. The Medicaid Analyst may participate if the supervisor deems this appropriate and the

claimant is in agreement.

Revised September 24, 2008
Expires August 31,2010
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If the review or the conference reveals that the complaint can be resolved within Agency policy,
the Agency must immediately correct the'action. This must be confirmed with the claimant in
writing. If the complaint cannot be resolved, the Agency must explain the appeals procedures,
the manner in which the claimant may be represented, and what specific issues might be settled
in a fair hearing.

Preparation of the Appeals Packet

The complete packet should be mailed|to:
Bureau of Appeals

P. O Box 4183

Baton Rouge, LA 70821-4183

The packet must be double sealed if it contains Federal Tax Information (FTI); that is one
envelope within another envelope. The inner envelope should be marked “confidential” with
some indication that only the designated official or delegate is authorized to open it.

Federal Tax Information includes informéltion obtained through SIEVS Option B, and
information/completed forms returned from the financial institution, insurance company or
employer that was derived from information obtained from SIEVS Option B.

NOTE: IRS information is also accessiblé through Option L if you have been granted access to
IRS information (Option B). |

Information obtained from SOLQ, LAMIL LDET, The Work Number, etc. is not considered FTI.

1. Preparation of the Appeals Cover Memorandum

Complete and submit an Ajﬂppeals Cover Memorandum (available on the BHSF
Online Manuals at http:/bhsfonlinemanuals/forms/covermem.pdf’) which
specifies or includes: ‘

. The method by which the fair hearing was requested (e.g. verbally,
in writing and hand delivered, by mail, etc.). When the request is
received by mail, the original envelope* must be routed to the
Bureau of Appeals with the request;

*The postm i’k is used to establish the file date. When the envelope is not
included, it is impossible to properly establish the file date with any degree of

Appeals
Expires August 31,2010 Page 8 of 19
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. Whether bcheﬁts are being continued at the level prior to the
request (fcr certified cases);

. The name,

giddress, and telephone number of the claimant's legal

representative, if applicable;

Note: Ifc

aimant has legal representation, notify Michael

Coleman MColeman@dhh.la.gov, Medicaid Eligibility’s

representative in the DHH Bureau of Legal Services.
. The hearing location (usually the parish Medicaid office); and

Note: Ind
cannot atte

cate on the Appeals Cover Memorandum if the claimant
hd the hearing at the local Medicaid office or if a face-

to-face hed
(ALJ). (Ex
extent of a

ring is needed with the Administrative Law Judge
ample: It may be necessary for the ALJ to view the
claimant’s disability).

. Any other [information needed to complete the Appeals Cover

Memorand

Pm.

2. Preparation of the Summary of Evijdence

Prepare and submit a Sunmfmary of Evidence unless:

. The reques,:t for a fair hearing is not made within the time limits
specified in applicable policy;

+  The claimant withdraws the request; or

. The compl

aint is resolved within Agency policy; the Agency has

corrected the action and has confirmed this with the claimant in

writing. A
the Bureay

1

The Summary of Evidence is an import:
provide information necessary to the cla
the hearing. It should be easy to read an
that may be unfamiliar to the claimant s
name rather than "the client”, “the appli
being appealed should be explained in ¢

Revised September 24, 2008
Expires August 31,2010

copy of the written confirmation shall be submitted to
of Appeals.

t document in the appeals process. Its purpose is to
mant or his authorized representative in preparing for

| understand. Abbreviations, acronyms, and terminology
ould be avoided. The claimant should be referred to by
ant”, “the recipient”, or “the enrollee”. Agency actions
ncise statements with precise references to policy and

Appeals
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[oee—————

appropriate documents.

The original and one copy of the Appeals

documents referenced must be submitted|
representation, an additional copy of the

Cover Memorandum, Summary of Evidence, and all
to the Bureau of Appeals. If the claimant has legal

Summary of Evidence must be submitted to the Bureau

of Appeals. One complete copy of the packet shall be scanned into the Electronic Case Record

(ECR) and be retained in the Agency rec
Bureau of Appeals shall be scanned into

The use of a "fill in the blank” or “standad

(Z)I‘d. All correspondence sent to and received from the
ECR.
|

}td” Summary of Evidence form is allowable provided

that all required information is included and all information contained in the Summary pertains

to the issue being appealed.

Summary of Evidence Format

The Summary of Evidence must be typewé/ritten, labeled on top, and signed and dated at the

bottom. Do not use Agency letterhead.

Summary of Evidence Content

Identifying Information

This section must show the claimant/appellant's name, MEDS case identification number,

Docket number, if known, and the Socia
the claimant's address must also be inclu

Action Appealed

ﬂ?ed.

iSecurity Number. If a decision notice is not attached,

This section must show the following inﬂj)rmation.

beal (closure, rejection, changes in benefits, failure of

i
gncy's action;

¢ Basis of the claimant's ap
Agency to act, etc.); j

. Medicaid Programs consin;iered;

. General reason for the Agv

¢ Effective date of the actig n, and

* Status of the claimant’s b |

e‘Fneﬁts. If benefits are continued at the same level

1
Revised September 24, 2008
Expires August 31,2010
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|

because the applicant/enrollee appealed within the advance notice period, this fact
must be stated.

Explanation of Action and Applicable Policy

This section must concisely state the reason for the Agency action, and cite the policy
authorizing this action by specific reference number. This section should blend with the
documents section so details are not unnecessarily repeated. Emphasis must be placed on citing
facts and their impact. Case activity should be detailed in chronological order as they occurred.
Procedural aspects of obtaining the facts should not be given unless needed for relevance to
eligibility or actions taken (Example: failure to cooperate).

Related Documents

This section must list all documents relevant to the action under appeal. Each document should
be identified by its official name (rather than by a form number), date, and relevance. The copies
of the documents are to be labeled on the bottom right corner of the document with the word
“exhibit” and number, such as Exhibit #1.

If relevant to support the decision of the Agency, include the Case Activity Log (CAL) from the
ECR. Do not use the CAL if it is redundant of other information being submitted.

The decision notice must always be included. The most recent application or renewal form must
be included. When a telephone renewal or ex parte was conducted and there is no renewal form,
include the CAL entries.

The Agency notice on which the appellant requested a fair hearing must be included.
Special Considerations in Preparing Summary of Evidence

The Summary of Evidence for certain type cases must have additional information included as
follows.

1. Disability Cases

The Explanation of Action must include the reason medical records from current sources were
obtained. (Example: Mr. Smith stated he is not receiving regular medical care. Therefore, an
examination with Dr. Farrell Curtis was arranged. This is the only current medical information
available.) A statement must be included that the adverse action is based on the Medical
Eligibility Determination Team’s (MEDT) decision. The date of the decision and MEDT’s

|
Revised September 24, 2008 Appeals
Expires August 31, 2010 Page 11 of 18
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|

comments must be included.
The Related Documents section must include:
¢ The decision notice;

¢ All current and prior medical reports, social information, and disability
decisions; and

¢ The most recent application or renewal form.

Failure to submit all current and prior information regarding medical reports, social information,
and disability decisions may result in a decision in favor of the claimant. If the claimant is
represented, two copies of all medical reports must be included and the statement, "Copy of all
medical and social information on which the disability decision is based is attached." must be
shown in the list of documents.

If the claimant is not represented, one copy of all medical reports must be included. Each
medical report must be itemized and list:

. The name of the doctor or facility;
* The date of the report; and
¢ The status of the individual doctors, such as treating physician. (Example:

Reports from Dr. Jean Jones, treating physician, dated February 14, 2007
and September 26, 2007. Report from Dr. Mei Smith, Orthopedist, dated
October 11, 2007.)

Any other relevant documents on which the incapacity decision was based, such as written
decisions from the Social Security Administration, etc. must be listed, and the appropriate
number of copies included.

2. Rejected Applications

The Explanation of Action section must include the date of application, reason for the denial,
dates of any previous periods of certification, and dates of any prior rejections or closures.

e
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3. Closures

The Explanation of Action section must include the date first certified, and, if apparent, how the
physical and social conditions have improved since cettification.

4. Closures or Benefit Amount Based on Budgeting Factors

The Explanation of Action section must identify the persons included in the income unit, i.e., Mr.
and Mrs. Broussard and their two children. If a reduction or closure is involved, the factor that
has changed must be included.

In the Related Documents section, in addition to the decision notice, the last application or
renewal form (or CAL entries if a telephone renewal of ex parte were done), the budget
worksheet and the income verification must be included.

5. Recovery

The Related Documents section must include:

. Notice(s) sent by the Fraud and Recovery section, including any proof of the
amount to be recovered;

\ BHSF Form TPL/MR (Enrollee Recovery Referral);
. Verification of the factor(s) causing ineligible benefits (income, resources);

. Budget worksheets showing correct budgeting procedures (required when
unbudgeted income is involved);

* Application forms; and

. Any other pertinent documents.

CLAIMANT OPTS TO MAKE REQUEST DIRECTLY TO THE BUREAU OF APPEALS

If the claimant prefers to mail the fair hearing request directly to the Bureau of Appeals, provide
the address, FAX and email address of the Bureau of Appeals
http://dhhinet01/0Omf/Appeals/Index.htm and inform the claimant what must be included. Inform

the claimant that the copy of the notification letter should be used to send the request and that a

]
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copy will be returned to him by the Bureau of Appeals.

Carefully advise the claimant of the time limit for submitting the request. The advance notice
period must be stressed, if applicable. In these instances, the request date will be the postmark
date on the envelope. The Agency will be contacted by the Bureau of Appeals within seven (7)
calendar days when the request is received. The proposed action must be taken by the Agency if
there has been no contact from the Bureau of Appeals by the end of the advance notice period.

Upon notification from the Bureau of Appeals of the receipt of a request for a fair hearing, the
case record must be reviewed promptly in the local office by someone in a supervisory capacity
to determine if adjustments are necessary. The claimant may be contacted as soon as possible to
offer an Agency conference. If an action, proposed action, or inaction was incorrect, the error
must be immediately corrected. The claimant must be notified in writing and a copy of this
notification, along with the Appeals Cover Memorandum, must be sent to the Bureau of Appeals.

LOCAL MEDICAID FIELD OFFICE RESPONSIBILITY PRIOR TO HEARING
Administrative Controls
Administrative controls must be maintained to ensure that the Agency acts promptly upon

receipt of a request for a fair hearing. Each local office must maintain a central tracking system
recording receipt of all fair hearing requests including:

¢ Requests made in writing when the applicant or enrollee visits the local office;
¢ Written requests received by mail, FAX or e-mail;

¢ Requests expressed orally when the applicant or enrollee visits the local office;
¢ Requests expressed orally over the telephone; and

. Requests forwarded from the Bureau of Appeals.

Each fair hearing request must be recorded within one working day of receipt. Each entry
must show the following information:

¢ Date of receipt of the fair hearing request;

¢ Last date the appropriate response is due to the Bureau of Appeals (within seven

|
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calendar days of receipt of the request); and

. Claimant’s name, MEDS case number, docket number (if known), and Social
Security Number of the head of the household.

Once the request is logged, a tracking system must be in place to monitor the preparation of the
Summary of Evidence and its timely submission to the Bureau of Appeals.

Reporting Changes

Once the fair hearing process begins and until a decision is rendered, the Agency must report
changes in the claimant's circumstances to the Bureau of Appeals. If a change in benefits or a
closure (for a reason other than the issue in appeal) is proposed, a copy of the notice must be sent
to the Bureau of Appeals. The Agency must promptly report to the Bureau of Appeals any
address change or other changes in circumstances which might affect the necessity of the Fair
Hearing. (Example: The claimant has applied for both SSI/SSA benefits. A denial notice based
on disability is received from the SSA Office after the appeal has been filed.)

The Agency must report changes to the Bureau of Appeals by memorandum prior to the hearing
being scheduled, by telephone after the hearing has been scheduled, or by memorandum after the
hearing has been held.

Postponement Requests

If a claimant or his authorized representative requests a postponement of the hearing, inform the
claimant that only the Bureau of Appeals can grant this request. The Agency should relay the
postponement request to the Bureau of Appeals on behalf of the claimant unless the claimant
requests that he directly contact the Bureau of Appeals. The Bureau of Appeals will notify all
interested parties of the rescheduled hearing date if granted.

Withdrawals

The claimant may withdraw his request for a fair hearing at any time prior to the hearing. The
Agency must notify the Bureau of Appeals using the Appeals Cover Memorandum if the
claimant exercises this right.

It is not appropriate for the Medicaid Analyst or supervisor to suggest that the appellant
withdraw a Fair Hearing request. The claimant may withdraw his request at any time in writing.
The written withdrawal should clearly state the reason that the appeal request is being
withdrawn. It is acceptable for the Medicaid Analyst to assist in the preparation of this statement.
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If a withdrawal is requested after the Summary of Evidence has been submitted, indicate the date
that the Summary of Evidence was submitted on the Appeals Cover memo. A statement
indicating the written withdrawal will be forwarded upon receipt is not acceptable.

Witnesses and Documents

The Agency must arrange for witnesses or documents when testimony or a document is
considered necessary and material to the case without being unduly repetitious of other evidence.
When the Agency's action has been based on verbal collateral contacts, these persons must
attend the hearing to substantiate the Agency's action.

If the presence of a witness or a document cannot be arranged voluntarily, the Agency will
submit a request for a subpoena to the Bureau of Appeals. The Administrative Law Judge (ALJ)
will evaluate requests and authorize the Agency to serve the subpoena, if appropriate, and may
independently decide on the need to issue a subpoena.

Preparation for the Hearing

The Agency representative is expected to present and document the Agency's case. This requires
a complete knowledge of the case situation and a review of applicable regulations and policies.
A conference between all involved Agency personnel may be held to prepare for the appeal.
When clarification is required, such assistance must be sought without delay.

Evidence
The following types of evidence are listed in the order of importance.
* Sworn testimony of a person's direct knowledge of a situation.

¢ Written Verification - Critical information is obtained from the claimant or
authorized representative.

. Oral Verification - Oral statements are given no weight if they are disputed by the
claimant. Statements attributed to unidentified sources should not be mentioned.
If a person has given information used in the Agency decision being appealed,
that person should attend the hearing to present direct evidence and be cross
examined by the claimant or his authorized representative. The claimant or his
authorized representative has the right to cross examine witnesses.

To avoid delays or duplication, the Medicaid Analyst must organize all written and oral evidence

|
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and plan for its presentation. The ability to effectively present the Agency's case in a
professional way will be enhanced by organization and preparation.

BUREAU OF APPEALS RESPONSIBILITIES

The Bureau of Appeals has the sole responsibility for accepting or rejecting all requests for a fair
hearing in accordance with applicable rules, state statutes, and federal regulations. The Bureau of
Appeals must acknowledge fair hearing requests made directly to that office by or for a claimant,
or requests submitted by the Agency. All requests must be denied or accepted in writing. The
Agency and the appellant will be sent appropriate notification.

Scheduling

The Bureau of Appeals will schedule all fair hearings. The claimant, authorized representative
and the Agency will be notified at least ten days in advance of the time, place, and date of the
hearing. Hearings will be scheduled during regular business hours and will normally be set in the
Agency’s office, unless there are reasons for scheduling in another location.

Providing a Summary of Evidence to Claimant

The Bureau of Appeals will provide the Summary of Evidence to the claimant and to the
authorized representative with the notice of the scheduled fair hearing.

Postponements

The Bureau of Appeals grants hearing postponements. All postponement requests must be
directed to the Bureau of Appeals. The decision to postpone a hearing is based on good cause.

If a postponement has not been arranged with the Bureau of Appeals and the claimant does not
attend the hearing, the appeal will be dismissed and the proposed action taken. The Bureau of
Appeals may later determine that the claimant had good cause for missing the hearing. In such
cases, the benefits will be continued or reinstated if action on the case was taken as a result of
non-attendance. The Agency must be notified of all decisions regarding these matters.

Directive

If the Bureau of Appeals rules in favor of the claimant, the Agency will receive a Directive from
the Bureau of Appeals. The Directive shall be executed within ten days and reported to the
Bureau of Appeals within 14 days of the date of the Directive or by the appeal’s 90™ day
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deadline, whichever is earliest.
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List of Appeals Templates for C-related and D-related (not LTC)
and Agency Reversal Letter

Coming Soon - The “clickable” documents will be listed here.

@
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Proprietary Data Notice
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Welcome to the intranet based Recipient Reimbursement application. As defined in the ‘Blanchard
verses Forrest’ decision, the Recipient Reimbursement Intranet System allows Department of
Health and Hospital (DHH) to process out-of-pocket expenses to recipients incurred during their
retroactive Medicaid eligibility period.

1.0 Getting Started - Hints and Tips

The following section contains some hints and tips to consider before using the application.

1.1 Internet Explorer

Because this is a web intranet application your internet browser will still be displayed at the top of
your screen. However, these buttons should not be used to navigate through the application. DO
NOT USE THE BACK BUTTON. This could cause errors and it should only be used when
necessary.

U

wnimize the

se the buttons at fl viewing area.

Click to alter screen size.

1.2  Screen Resolution

This application has been specifically designed to fit as well as possible on a monitor with a screen
resolution of 1024 x 768 pixels. The instructions that follow may vary depending on different
versions of software.

If your screen resolution is not set to this, it can easily be changed in Display Properties. On your
desktop right click on any open/empty space.

% Arangh e By »
i Refrgsh

in the menu that appears olisk on Properties

A propoertics box will open to change sereen resolution settings.

Somen eskdion

Lo Maore

|
!
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1.3 Calendar pop-ups
Next to the textboxes that require a date range, a popup calendar is available to choose dates.
The calendar is indicated by the following icon:

The selected date will appear at the
top i the “Selected Date” fHield.

Lelected bate

Click the > arrow to
g0 1o the next month.

Click the "< arow togo to
the previous month.

The selected date will be L8 9 ER IS b S P

highlighted in gray with a ;

yellow outline and white text. {13 1 15 186 17 15 1w
20 Pt 26
27 28

As you scroll over the dates the date are highlighted in gray but are not chosen until clicked. If you
open the calendar and no date is selected, clicking the OK button does not populate the date fields.
If you select a date and click the Cancel button, no date is populated.

Note:
¢ The date fields are not populated until a date is selected and the OK button is clicked.

14 Print Page
Each screen features a Print Page link in the bottom right-hand corner.

Most of your screen should print nicely in the print default page orientation of portrait. However due
to the width of the screen when entering claims for a request it is best to change your printer setting
for page orientation to landscape view. For MOST computers access this after clicking the Print
Page link under Preferences.
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1.5 Data Grid Tables
Sets of records are displayed in a table called a data grid.

Some items in data grids have tool
tips that display with your cursor. |

All data grids will include & table header.

Beoniens al

5 fer REd

Lase # 4 add Date Gpen Late Payee Mame
355 341172008 RECIPIENT. MEDICAID
—‘Q?T‘ /1772008 RECIPIENT, MED K AIT
ACIEEEE
jumbar toosis Detal nf Ca L Page 30f3
A The current active page # will be
Tips are displayed in an orange displayed along with the total & of
box beneath each table. pages that contain records,

1.5.1 Column Sorting

Some columns can be sorted. If a column can be sorted, the column heading is underlined, like a
hyperlink, when your mouse passes over the column heading.

To sort, click on the column heading you wish to sort by and the table of records is sorted in
ascending order.

Case £ 1)

A column sorted in ascending order is indicated by an up arrow:

Clicking a column heading a second time in a row re-sorts the data in descending order by that
column heading.

A column sorted in descending order is indicated by a down arrow:

1.5.2 Record Navigation

When more than 10 records are displayed, the records are listed on more than one page and
navigation buttons are displayed to enable you to move between records.

The far left and far sight arrows take vou ditectly to the very first and very last set of records.

v :

M 1 23 a5 6 7 8 ¢ 1 [

1

The inner arrow moves the displayed set back or forward one screen of results.

1.6 Checkboxes
Checkboxes enable the user to select items or to answer a yes or no question.

October 31,2007 3




They are initially blank:

; ‘
.

e Checkboxes are activated by clicking to enter a check.
e Clicking on a selected box again will set it back to blank, and the associated record will
no longer be selected.

Note:
e Itis possible to have more than one checkbox selected at the same time.

1.7 Radio Buttons

Similar to checkboxes in the way they work (see above), radio buttons are used as indicators.
¢ They are initially blank.
e They are activated by clicking to enter a dot.

%
o

¢ Unlike checkboxes, you cannot deactivate a radio button by clicking on it.
e You must choose an alternative radio button to highlight, and then the original

Recipient Reimbursement Application User Manual
|
|

. one will no longer be chosen and will be set back to blank.
Note:
e Itis not possible to have more than one radio button in the same group selected at the
same time.
18 Text
Important text is displayed in bolded red font.
Case #3272
Case Parish: Not Available
CECIPIENT, MEDICAD Reimbursement Period:
01/01/1971
0101 Medicaid Road 7/172004 thru 1§31 /2005
Medicaid, LA 70800-0000
9/22f2004
Fayse Name: RECIPIENT, MEDICSID $fayee Phone £ (iliiinad
Fayse Addrees: $181 Yedienid Rond
Kedicwdd, LA TO0R3.0008
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1.8.1 Payee Info Required Fields

When entering Payee information for a case, certain fields are required. These fields are
designated by labels in red, bold font.

Paver First Name: MEDICAID o Payen Last bame: RECIPIENT o
Payes Addressi: UIGLMEDICAID . 3 Payee Phone #: le}_lllll;l

Payee Address2:
Payee Uity MEDICAID , o ‘ Paven Srate: U"‘- Payee Sip {osle: 7UUD[LUDUD

1.8.2 Claims Required Fields

For claim entry, certain fields are required. The required fields are designated by an asterisk mark
to the right of the column name.

Required fields: DOS From, Paid Amount, NDC Code, and ‘{5;3:1':3

v 4 v

DOs Paid 4 N Diay -
From* Amount* NDC Cade | Code | Units i

® Cin|7nszo04 |y 1739 eoaseoteaot | 4 | toooo0
. ‘\ [;"'

NOT required fields: Group and Diag Code

Group

Note:

s The '$’ need not be entered anywhere in the application.

1.9 Dates
Dates should be entered in the following format:

st
dd/mml/yyyy — for example ‘1/21/1971’ meaning January 21 1971.

The date example above includes the forward slash character (/' — as in ‘“1/21/1971’); you must type
the slash into the date entry box.
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110 Tool Tips
Tools tips explains user interaction features in the application.

1.10.1 Links and Buttons

All links and buttons display tool tips with a mouse scroll over. Most links are displayed in
blue and appear underlined with a mouse scroll over.

Links Buttons

Click to print page

1.10.2 Data Grid Tables

However, only some data grid tables have records that display tool tips. In this case the tool tip
displays with a mouse scroll over but shows as a cursor and not a pointer.

Co-Pay Claim Status
Lo~ TRL ik
. Pay TPL Amount Status|Pay|Delete
sogo| iy 000 wvald| O] 1 |@
ggfae?aiemli:mder 21f 00 Valid ?@nﬁd ;Dz*ug ﬁ;&;{'}tﬁy
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2.0 Login
The user must first login into the LMMIS Inquiry (SPT) application before any actions can be

taken.

2.1 Logging Into the Intranet Application
From the Intranet Homepage, Click the LMMIS Inquiry (SPT) link on the left navigation bar.

&

/j WELCOME TO THE
}fd’?{;){f'ISIANA MEDICAID INTRANET!

sl
L delitan

4 under fe Apphication
seargll and visw yestem gene

: o o155 the infranes, <isit the :
- raw users thegdh the varions applizatons and usel

Login with LMMIS Intranet Login and Password. To find out a forgotten login or password, click
Forgot your User ID? or Forgot your Password, as appropriate. To request a LMMIS Intranet
Login ID, click First time user? Register here.

User i | |
Password. |

‘October 31, 2007



Recipient Reimbursement Application User Manual

Once you have successfully logged in to the LMMIS Inquiry (SPT), a list of applications to which
you have access is displayed. If RR (Recipient Reimbursement) is not among them, click on the
New Application Request link to request access.

LMMIS 7 ~ INTRANET APPLICATIONS
Online ... . .

SHEEHANS

HYER00T

dudsn Day 2T
Sopyright $307 Unisgw:

My Profile Nai Systems Profect Tracking

-Prfile /s e

Faczword y WPLR ’ Er 18 1g Request
'@{‘

Hew Application Request

Help
[

LRBUS Menu s

et
WWM»«M.M
o

For additional help in requesting a new application, click thewHeIp link.

2.2 Recipient Reimbursement Application Link
After logging in, the screen displays all of the applications to which the user has access. Choose
the RR Recipient Reignbursement link to continue.

\

LMMIS INTRANET APPLICATIONS
Online _ L :
UHS Y SADNR
02007
jukan Day 278
Cogigeg TO0T Lebies DRUNTR it Mg T
. poc Sys Doc Yodate
My Profite NPLDDE Hational Provider Identifier Reaistration Applicaten
PE Prodder Encoliment Call Tracking
BR % Reciplent Reimbursament
Hew Application Retusst $BT - ‘Bystems Prolect Tracking
TPLRscovery IPL Recovery
Help
LIRS Benu
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3.0 User Roles

3.1 Data Entry
The Data Entry user has the following capabilities:
e View all case details and letters
¢ Add note to any case
¢ Enter/Edit/Delete Claims to assigned case
e Search

3.2 Program Specialist

The Program Specialist user has the following capabilities:
View all case details and letters

Add new case

Add note to any case

Edit assigned case

Enter/Edit/Delete Claims to assigned case
Generate letter(s) for cases assigned to them
Complete assigned case

Cancel assigned case

Request/Void Check to assigned case

Cancel Request or Void to assigned case
Search

View the following reports:

o Monthly Status Report

o Pending Application Report

o Weekly check request report

e Pharmacy vs. Professional Amts by Date Range

3.3 Administrator

The Administrator has all of the user privileges so far enumerated plus the following capabilities:
e Re-assign cases

Change a case status from Open to Added

Approve/deny checks

Modify configurable application amounts

Can view the following reports:

Statistical Case Amount Paid vs. Requested by Date Range
o No. Cases & Amount of Request by Date Range

o Average Turnaround Time

o Average Work Time
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4.0 Data Entry

In the event that DHH requires Unisys to key in pharmacy claims, certain Unisys staff must be
granted access to the Recipient Reimbursement application. The data entry user role
accommodates this requirement.

4.1 Navigation
All Data Entry user roles have the following navigation options:

L2 ) Case Tracking — click to display dropdown menu items
gmlSYS > Queue - takes user to Queue of Recipient
ecipient ; : ; e
Reiigbwmeni Reimbursement Cases with optional search criteria.

Search - click to display dropdown menu items
> Recipient — opens Recipient Search Screen in popup

window.

Case Tracking > Provider — opens Provider Search Screen in popup
Search window.

gfgigggeni > Case — opens Case Search Screen in popup window.

j er » Claims - opens Claims Search Screen in popup

Case window.

Claims > Check — opens Check Search Screen in popup window.

Check , > Procedure/NDC Code — opens Procedure/NDC Code

. Procedure/NOC Code Search in popup window.
Diagnasis Code > Diagnosis Code — opens Diagnosis Code Search

Case Transaction Audit Screen in new popup window.

Heip » Case Transaction Audit — opens Case Transaction
LMMIS Menu Audit Search Screen in popup window
Logout Help - opens in a new window with a User Manual.
LMMIS Menu — navigates to the LMMIS Intranet Applications home
page
Logout - logs user out of the system and returns to the LMMIS
home page.

4.2 Data Entry Queue
The Data Entry Queue loads all cases that are in data entry status by order of case date
descending. The list can be sorted and fittered by the user to find a case.

Queue
specialist Sssignads | Chioose Smm‘aﬁ&g.,, CER teseAddDater  gupy '
Coase Parish: ‘ : ' o thray

Reuiptent Navae Asgigned To Add Date Gpen Date “atus Case Parieh
31 RECIPIENT, MEDICAILD 1 Gilvie, Sonvs IS Trata Satry BRST BATON ROUGE
243 IRECIPIBNT, MEDICAID |Mamsel; Tarara 19 TO0S Dats Batry EVANGELINE
I D RECIPIENT, MEIXCEEB admin, RR WABEDUS 31472008 | {rate Entry ot Atk
Chekn Case & o vipw [ = : Fage 1ol
. details of 1 case, Peint Dayr
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4.3 Case Detail Screen — Data Entry
When Data Entry opens a case, all case information and information for claims which have already
been entered are shown. This screen can be used to enter multiple requests (RRP’s) for a case by
clicking the Add New Request (RRP-R) link.

UNiﬁYS Recipient Reimbursement
Recipient
Relmbursemant
Case #3635
Case Parish: Not Available
Case Tracking Feripaot Name %;;gmﬂ WJIC’?ZB Reimbursement Period:
{ ] At NIINIINNIE
Queue BLE197]

Rewipient DO§
e ecipient Addross: 0101 MEDICAID DRIVE

MEDICAID, LA 711111111
Logout

Sacigient Phadie & (L1 1111110
Rmxi‘wa%ma fiate: 973072004

8712004 thro 1243172020

Payey dMam RECIPIENT, MEDICAID Payen Fhome o7 HEYIILLL
Poyer faddessss 10 MEDICAID DRIVE
MEDICAID, LA TIIILILN

Click *Add New
Request (RRP-R)’

Mﬂ New Request {ﬂfl{%f(}

Mditionai Notes ﬁdd Mdmwal Notes -

i)atia
3;*22" ZGGS

Huthor

&

| Save Case |1 Complets Dats Entry
Agsigred To &
fapen ate:
ddd Date: et
Closs Date:
Case Slatus: Erata ﬁq*r'y

Diate Last Worked 572072008

Print Page

The Data Entry Worker enters a Provider Number or NPI and selects the type of claim. Based on
claim type selected, an entry form is displayed for entering claims.

Add New Request (RRP-R)
Provider Number

Claim Typo: e

1
H

‘{ ) Gave Caze i} Tomgiete Data Estry

BL200S

3L Lroka Ersry
deorieri 3 02/20G05

Print Page
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' Each claim type features a separate group of fields for claim entry:

Adult Day Care Claim
Group, DOS From, DOS To, Paid Amount, Diag Code, Units

Dental Claim
Group, DOS From, TOS, Paid Amt, Proc Code, Tooth Num, Surface, Diag Code, Units
Group, DOS From, DOS To, Paid Amount, Diag Code, Units

LTC Claim
Group, DOS From, DOS To, Paid Amount, Diag Code, Units

Qutpatient Claim
Group, DOS From, TOS, Paid Amount, Proc Code, Diag Code, Units

Pharmacy Claim
Group, DOS From, Paid Amount, NDC Code, Diag Code, Units, Emergency

f

i

»

\

l o

[ inpatient Claim

Professional Claim
Group, DOS From, TOS, Paid Amount, Proc Code, Diag Code, Units

wider
Add New Request {ﬁRp R} Frow ko
Frovider Numbes vy
' of NP H i {isim Yype ’ : i
e Respesder 12 1664847 Praidnr Hodrvs: SENG E MBI 5;“{;5;';‘2 553& ‘

CO?PMA H(}QV?R \!nRXNﬁL i"‘%i}

Lroup D08 From® Patd Bmnunt NDL Cade™ fode Umits® £ mey
o0 ' 1
2| gt o
/0 5
" { 7 o -
) i s =Y nope atry fmm
Click the group chedkbox 1o mdicals 3 N 1;;;;?{2' aj;{: ;
grouping is based an clara DOS s o FTT rowbencat it wd
Py ™ 5 7| sopy over that r*z*:}
s 0 N B
wl T ‘ ‘ )

Reimburssment Raquv‘;t ‘»h’mmg s of alhedd senon :m;ii 1.4
Mo repest hne from above, Gich Bhe DO phoate Button. o etey thore than 10 dlatrne click ¢nthe Nexd Bution,

» Price Override, Pay, and Delete options are not available for Data Entry.
e After clicking Complete Data Entry, the case is removed from Data Entry Queue.
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5.0 Program Specialist

5.1  Navigation

All Program Specialist and Administrator user roles have the following navigation options:

i ‘
UNISYS
Recipient
Relmbursement

Case Tracking
Queuse
Add New
Zearch
Racipient
Provider
Case
Clalms
Check
Procedure/NDC Code
Dlagnosis Code
Case Transaction Audit
Reports
Monthly Status
Panding Application
Weekly Check Request
Pharmacy vs.
Professional Amounts by
Date Range
Help
LMMIS Menu
Logout

Case Tracking — click to display dropdown menu items
> Queue — takes user to Queue of Recipient
Reimbursement Cases with optional search criteria.
» Add New - takes user to Case Entry Screen to add a
new Recipient Case.
Search - click to display dropdown menu items
» Recipient — opens Recipient Search Screen in popup

window.

» Provider — opens Provider Search Screen in popup
window.

» Case — opens Case Search Screen in popup window.

» Claims — opens Claims Search Screen in popup
window.

» Check — opens Check Search Screen in popup
window.

» Procedure/NDC Code — opens Procedure/NDC Code
Search in popup window.
» Diagnosis Code — opens Diagnosis Code Search
Screen in new popup window.
» Case Transaction Audit — opens Case Transaction
Audit Search Screen in popup window
Reports — click to display dropdown Report menu. Select one to
create a report.
» Monthly Status
» Pending Application
» Weekly Check Request
» Pharmacy vs. Professional Amounts by Date Range
Help — opens in a new window with a User Manual.
LMMIS Menu - navigates to the LMMIS Intranet Applications
home page
Logout — logs user out of the system and returns to the LMMIS
home page.

October 31, 2007




Recipient Reimbursement Application User Manual

5.2 Queue

The Case Tracking Queue enables a Program Specialist to manage cases. The list defaults to all
cases assigned to the current user which need work. The queue results can be modified by
changing sort options at the top and clicking the Refresh Queue button. Newly assigned cases are
displayed in green text.

Program Specialist Statistics # Cases You Worked Todayr 1 # Assignad Cases Open:

Total Worked Today: 11 #Assigned Cases Neanng Turnaround Time:
Last Worked Casel 26% Total Gpen Cases: 3

Lol i)

§

e # Cases you worked today — # of cases user logged in has worked today.

e Total worked today — # of cases all users have worked today.

e Last worked Case — Links to the case last worked by Specialist logged in.

e # Assigned Cases open — # of currently open cases assigned to the user logged in.

e # Assigned Cases nearing Turnaround Time - # of open cases assigned to the user

that are in the system over the configurable turnaround time.
o # Total open Cases - # of open cases in the system for all users.

®
3 N QU o Yraa Codavr B igsed Lagex Span: sa) & punding letters
TINISYS ot # Cnves T Worked oday: B 8 Anvigned Usces dpees e it LA o
Raciglent Tads) Worked taday: § @ dsignnd Caves Nesting Yorawmoamd Tive: i R
§ . H ot Warked € oo 3 Tobsl Dpaw Sasser ¥ H ;
| Chclbo segrohi by lelter i i Chek o Open by
1Y Case Rangs Filtee P
k1
5 Spasiadiel Sevigued: R, PagTos o H
% » :
Y Case farishe Chpase Pangh v CHek 2o selont Systun

Y rase add Bate; Fromn

AN Code
s e
franvaction Aedit

coienil
Fristy kg
Jerarnos T sizaon HEIES Iata Sar

Ak Bty

Daie

BRSNS

VARG I g e S

# i e, WAL JA , RAFRUUSIBent T4 Sete
TFILTEONE] R/

Layes Apwediedd Dok 30
Py Rugcase Tusowns
FARTR

IR

o LIS
To wiew 2 cuse chok onthe -
. N FELLO TN
Case # ] he it of cases. 5 :
PR E ST e e
£33

Program Specialist Alert

{92]

o Cases Approval Denied — All cases where the last check
action on a case has been denied, until the action is cancelled
by the user to show acknowledgement.

fazss Aeoraval Denied 10  Your Average Turnover in Last 30 days — Average number
Lour fyerage Turnoverin of days that every case that the current Program Specialist
TourNurber of Cases | has closed in the last 30 days was open.

e e Your Number of cases over Turnover — Number of cases for

the Program Specialist logged in that are currently over the
Configured Turnover limit.
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5.3 Add a New Case

From the Navigation menu, expand Case Tracking and click on the dropdown Add New. The
Case Entry Screen opens and enables you to enter a Recipient ID.

Checked 1f Reciprent 1 Pavee,
s ini i Unchecked if Reciprent 1 not Pavee
TR e H E
UNISYS Recipient Reimbursement
Recipient

Reimbursement

Reciplant 1D, (0N, sr 8%M gplent is Payer
Case Tracking Case Parish

TE e Modicaid £

Queun

Add :}&W Case Receive Information
Sear B
Repurts Effecteve Date %mfm
Halp . e
NS Mo trtial Program Speoalist Agsignment SRR
Lugout P

(Bt ]

Caser Apgrovsd Denied

vy Bvarigd Turticver in
L3t 30 Lavs:

Yeur Mumbar of Cysay
Crigt Taradver:

At this point the case status is “Added”.

If the recipient is the payee, leave the Recipient is Payee checkbox selected. Otherwise, uncheck
the Recipient is Payee checkbox. Choose a Parish and click the Add Case button.

s < - When Renpient 1e not Payee, 1T
Rec:pient Reimbursement opfional to enter Payer Medicad #

Recipient ID, CCN, or $8N: |

"“ Recipient is Payes

v G

Case Parish:

Payee Medicaid ¢:

At this point the case status is “Added”.
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) 5.4 Enter Payee Information
If the Recipient is Payee checkbox is not selected, the user must enter the payee information.

Click the Continue button when done.

In the case that the Recipient is Incorrect, Click
the Bdit Case buiton to Change the Recipient.

Ifﬁi‘ﬁ"} Recipient Reimbursement
i &, 5.
Recipient %
Relmbursement
Case #BYY

Not Available

Lasy Trackbng . I . .
USER, TEST & Rewmbarsement Perisd:

Guour
Add Newt AUREROI96A8TL FLL/E065 thea 1203172020
fearch 8512001 12872008 thre 173172005
Re . - i Blreet 94172084 thre 12701720064
paris 2 23 Main Sireet : ¢ ¢
PRy Baton Rouge, LA 70808 67172003 theu B/IL/2004
PN ’ y 4€s 107172002 thra 5731 /2003
LIS onu Baripinnt Rloas £ {228)422-4444 af1/2002 thry 973072002
Logal Apnhcstive Tater 8j22/2002 841/200% thru 8731/2002

e

Payos First Namet Payes Last Name:

Payes Sddeessis i Payee Phone 22

Waur Araragh Turnaeerin 4
Lest 20 Dags: P PRY
ayee 2
¥ aider of Ca3as » i o SR — —
L Turnien Bayee Lity: I Fayee Blate: 3):‘:“ payes &p Lode {

Click to populate Recipient Info into any
or all blank fields in Pavee section. y - Pipuiats Reciiegt infy i Brgly P

If the recipient and payee have similar information, type in the Payee information that differs from
the Recipient information and click the Populate Recipient Info in Empty Fields button.

5.5 Add New Request
Once the recipient information is verified and all payee information is entered, a claim request can
be added or the case can be sent to Data Entry.

Py Y v
g s
NESYS Recipient Reimbursement
Recipiens
Reimdursement
Case 2037 it Case
fase Parish: piot Available
Cose Travking secipieat same LISER, TEST & Reimbursement Poriod:
Searel Relipient 161 PRONBELYEIRT L 27177005 thre 12431 /2020
Reparly 87572004 /142008 thre 1/31/2008
Ryrdpy A : AL172004 thru 12731 /2004

123 Hain Street 54172003 thro 8771 /2008

RIS M
A Mans _ Baton Rauge, LA 70508 107172002 thra 573172003
& Plong 2 225)922-4444 9£172082 thru'9f30/2002
Yo Dotesr Q72212002 g1 2001 thru 873172002

BRYEE, TESY raves Fhone $239)922-444%
133 sain Strest
B Heuge, LR IOBNE

Click * Add New
Request (RRP-RY

added ] Chick toSend to Data Entry, 1

ot 6 3AAL00S

Print Page

. To begin entering a Request, enter a Provider Number or NPI and choose a Claim Type in the drop
down list box. Click the Enter Claims button.
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Recipient Reimbursement

Case ¥366 Lt Cave
fase Parish: Mot Avasilable

METCAR i fresmbursement Pertod:
s ;

21011971
2101 MEDICAID ROAD GF H/2004 thre 1273172620
MEDICATD, LOUESIANA 70000.0000

! - N - 94307804 )
| Provider Number will e ‘ : Dropdown bex will

i accept a non-chedk RECTORNT, STEBICAIR Fane PRave 5 BLGHLI display all claum types.
Qi or W1 5101 SEDICAIR ROAL

digit or mc provider MEDH-A, LARISIAN 72000 B3
| check digit number, R

Add > ,mWfRRP !{)

Pravider Number “'”"'"s

riaim Type:

...........

Prind Page

5.5.1 Valid Provider ID

Click on the Enter Claims button and enter the correct Provider ID or NP! and Claim Type. The
following alert is displayed:

E~icrosoft Internet Epiﬁg . o oox

aeans you have 20 days to complete the tase, sharting now,

Notes:
e This alert is displayed only for a case that has NOT yet been opened.
e The number of days allowed for an Open Case to be completed is a value that is
configurable by Administrators; the default amount is 20 days.

If the OK button is selected, the case status becomes “Open” and a Claims Entry form is displayed.
If the Cancel button is selected, the case status stays “Added” and Claims cannot be entered.

5.5.2 Invalid Provider ID

If an incorrect Provider ID is entered and Claim type after clicking the ‘Enter Claims’ button, the
following will be displayed:
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add New Request {RRP-R)

Provider Number
or NPL: “33?86?

Invalid Provider

Enter a new Provider Number or NPI and start over. -

5.5.3 Multiple Provider IDs With Same NPI

If multiple Provider IDs have the same NPI Number, then the user is required to enter Provider ID
(not NPI).

5.6 Claims Entry

An entry form based on the Claim Type selected in the dropdown menu is displayed. All Claim
Types have the following checkbox options: Group, TPL, Pay, & Delete. In addition, each Claim
Type provides the capability to enter a TPL Amount and a Price Override. An icon to duplicate a
row to the next line is also provided.

Each claim type has separate fields for claim entry:

Adult Day Care Claim ‘
Group, DOS From, DOS To, Paid Amount, Diag Code, Units

Dental Claim
Group, DOS From, TOS, Paid Amount, Proc Code, Tooth Num, Surface, Diag Code, Units

Inpatient Claim
Group, DOS From, DOS To, Paid Amount, Diag Code Units

LTC Claim
Group, DOS From, DOS To, Paid Amount, Diag Code Units

Outpatient Claim
Group, DOS From, TOS, Paid Amount, Proc Code, Diag Code, Units

Pharmacy Claim
Group, DOS From, Paid Amount, NDC Code, Diag Code, Units, Emer, Preg, Inpat, Co-Pay

Professional Claim
Group, DOS From, TOS, Paid Amount, Proc Code, Diag Code, Units
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1 Provider Information | Price, Relmbarsenent Amount, Price Oveoude
~ pre Py Status, Pay, and Delote are ot available until save.
E P st ¥ E
R‘« - 5
o bews fandet 10 + beenied s ; e s iot] i
o T g .
£l i ;
¥y oF B
Tty 3 et
s 3 5‘*
s iy 4 d i Pe f‘)h;» DY fooan
i e & P b Heto the nest hine
W 2 =l Wiheredsanenhy
1 g F L gp the row beneath it
. G i H " v vy Thg
Ry e %WW e k\:i}?\\x py over that |
? SN .....wmmmwm«)
§ Ci{ck ’i‘t‘ group ch&c};bfax A cheek in the THFL chuckbox 35 @ good indicatsr
| toindicare grouping 1y that the Reciplent may hove TPL and an amonrt
] based on olaim D05, } should be researched if thiz cheok is prosent.
Notes:
e Price Override, Pay, and Delete options are not available until some form of ‘Save’ has been
administered.

e Fora Pharmacy Claim, after adding a claim (only the first time it is saved) the Pregnant
checkbox is selected if Medicaid Data indicates that the Recipient is pregnant as of DOS
From. The Pregnant checkbox can be selected or de-selected accordingly to affect co-
payment exemption. Any changes you make to the checkbox are saved.

e For a Pharmacy Claim, after adding a claim (only the first time it is saved) the Inpatient
checkbox is selected if Medicaid Data indicates that the Recipient is in an Inpatient Facility
as of DOS From. The Inpatient checkbox can be selected or de-selected accordingly to
affect co-payment exemption. Any changes you make to this checkbox are saved.

e If Medicaid Data indicates that the Recipient has TPL-Private, TPL-Medicare, or QMB as
of DOS From, the TPL checkbox is selected.

5.6.1 Claim Status

After a save, the status of a claim is displayed in the Status column. To view the description
for a claim status, scroll over with your mouse.

Valid claim Pav checkbos Invalid claun
checked,

PAY CHECKBOX

StatusiPay Status | P ayiﬁ@?gt% WNOT CHECKED.
valif D mvalidl 11 O 1B

i Tool tip displays Denied Drug Quantity

34 i [N 5 § o ’ T Y

b Y Status description. vl [ e

Note: ‘
e Review the Pay checkbox before completing a case. If a claim is corrected after it has been
returned as invalid, the pay check box is NOT selected. The user must select the Pay
checkbox for all paid claims.
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5.7 Grouped Claims
Claims that have the same service date can be grouped together for one single paid amount.

. i) Faud " s ] Diag s ; o B T Regmburse ] {rige NS P
!xrwp‘ frmr_ | hpant? fi ﬁudc: fode feots® i |Prog fnpat fay 2121 v Prica fsnsand | Gwestids Sty {Pay
GORaMet 1y 109801 dTesnsany £048 I E0 SO PR £ By
T obwmear Js 00 TS 4008 Tohesst g ‘ b
g N :
"1 Ender the group tolal Paid Amouat on first 1 7

row. All cther amourds snterad MUST be G

§ After saving, 3 subtotal will appem o
% the row beneath the wonp of clamy,

Notes:
e The grouped claims must have the same date of service and notice that Paid Amount is a
required field therefore an amount of $0 must be entered before it will be saved.
 The grouping will subtract any TPL applied to paid claims and apply any Price Overrides to
the Group Reimburse Amount. ‘

. 5.8 TPL Amount Override |
‘ In the TPL Amount textbox, enter the TPL amount that a third party is liable for (amount
entered in Paid Amount textbox). Click the Save button.

For individual claims:
If the user enters a TPL amount, the specified value is subtracted from the caiculated price.

. « | Digg : 1 e~ |, oL o [Retohurse ] Prioe . )
Grouy o o NDU Ludue ‘ C_m}e Units’ EmuriProy Inyag Py TR :}maggnt R AmAURL {)vmjrid@ Hlatus i Pay
110 59.600 4L 0HT 1 3852612 1, soox] O3 0030 0 Qsoaw g0 sewn &1” $a00iy vas |

Price Override amount of $10

For grouped claims:

For records with the same DOS where the Group checkbox is selected, those TPL Amount values
with the Pay checkbox selected are subtracted from the total Reimburse Amount for the specified
record. ’

Grouped TRL amount of $30

B05 “paid PRI DR X ” gy e Reinburae | Prics "
From® Armonnt® M)(ff,w?” ’ Un}s‘{‘s ’ frasriProgiinpal pay TH¢E Aot rire Arenod v e Gratos
i EFSER b 252612 & MEENE I TS
HEY 6 G017 448D 40 IR N 1R %
i §1L . § e i g
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Note:
e If the TPL checkbox is selected, then the Recipient may have TPL and an amount should
be researched.

5.9 Price Override

For individual claims:
Any individual price may be overridden by entering a prlce in the Price Override textbox.

Pmc L:ven 1de dmmmi of 310

Giraun i DOS Protn® [TOSY [ Paid Ameant® ] ooy Dade™ ?;‘?i Unids® (TFLITRL it Price |Relmburse A 31t Y
W oryons s : i ~ : :
1o 17 ipaseess jon o gy 2a0w fBins | i VIR g 0w ipres il g v R § f}:

For grouped claims:
To override a group of claims, enter an amount in the Price Override textbox on the sum line.

Grouped Price Override amount of $10
Group| DOS Fram® FOSY | Baid Srounts | Pror fadet | U081 gt [I9LITPL AnGuRl[FRTR [RERGUAT ARean | oo ag, (RS PAY Dolele
il @ 04T ls 21026 T 4 e e N wane Pl Lo
e 4 3 s PO T cavd 4] 10
13 {47 8% $20.88 [BECH

If price calculation is returned as O:

o Edit the claim and save if the invalid reason is due to an entry error or,
o Click the Pay checkbox and enter an amount in the Price Override textbox.
o The user is required to enter a reasonin the comments for the claim.

The system is designed to catch all duplicate claims. Therefore, any duplicate claim that has a
price override amount entered will cause the original non-duplicate claim to also become a
duplicate.
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. Example: Entering a duplicate claim:

« User has two pharmacy claims entered into the system with the same DOS, same claim is
invalid NDC, but different quantities.

¢ Afier & save the

COY claan s valid

OBUT e 0¥

U opladim s pvahd
R TRES

o duphose

) i Fawl R .| ey ) 5 To- TR TR s a] PrHe oy
[y oide” ; ™ 1 : ) Coprasd b
wread Frow! 1 dmoustt ’B?w% Lode bais” Jtmer ] Pay m fomoynt Pt 1 st Rt eria e
R Musm, § 113 slusentea eax o i) g J}J ECREL I FLE 313 wakd
)0 rsam |y uebosmes o osan [ Vlia] o ool jaaml  semjy raid

Problem: If price override is due to a duplicate clalm
o Enter a price override for the second invalid duphcate claim.
(Because a duplicate claim is already being paid)
e Select the Pay checkbox.

| Afer savmg agam, e first claun
| becomes oo wvalud duphcars clvm,

TGS T EEOSN £ T 7 I B P T T
Lroup _fram | Amount® ML Code i.?ofsi\e‘~ of kg 3@{.9 Pay “:?L et Be T onat | Dyerede Sratns y/asy fakete
. i O |mEnes g B ossamen | U sl le REb sbool By A0 evedl

b8 BRI i Tty e ; 125 2531 i PP Ao lg 00t e piagiy TG v EEEN

Solution: Create a price override for both claims:
e User must enter a price override for both claims that are involved in the duplicate.

TRt N : L1 o b 3 5 Price
(SO gy ’i&;agmt»‘ NbE Lade gi?i?a Uity 1kamer Prog logal p;} e &3;&3{ PHSE L sl ﬁy:;;gj; i
ISIAN L Y ot | womad (170 O jsael vy 08 w3 heBmyg :
210 Lmsawe 3 o lssem ¢ | sem| [0 D e b se sl indevidualiy
. * e . carfside of the
appdicanon
Notes:
e For a price override the Pay checkbox must be selected in order for the amount to be
applied.

e Any calculations for a duplicate claim that has a price override must be done by hand. The
application is not designed to calculate a reimbursement amount for duplicate claims.
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5.10 Save Case

After all claims for a given case have been entered, a case must be saved before the ciaims will
be priced. A save returns a Price, a Reimburse Amount, and a Status, along with an icon to
enter comments.

After a save, each claim is checked for validity and an indicator for TPL is displayed on the screen
for the specified claim. If all edits are met, a pricing amount is returned based on the number of
units entered. If any edits fail, a price is not calculated and a status of invalid is returned along with
a reason for invalidity.

There are four ways to save a case:
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: . Recipient Reimbursement
Case 877 : kit Case
Case Parishs wot Avaitable
Pecinind Naging LIGER, T!?ST‘ B ‘ Reimbursement Period
it T SRS INGS : 27372805 thes 1273172020
et 21513)0}1‘96"3373 17172085 thea 173172008
. 123 Maie Stivet 9;;14&004 t:)ru »j/a}/aum
: BAUF2003 thra 8131/2004
Satan Rauge, LA THR08 107112002 thra 573172003

“’"’”7 Shhad ; 9/1/2092 then 873072007
871/2001 thry 873112002

{I2HYR22-9434

Listof R%qumx,
% of aff eat nred Requast
d, N

rglidar {0 00607 PO BOK 11
BATOR RQU{& LA 1331130080

3 XXX&XXXY&XX‘(XX%XSX ¢« 4 ?3)31} B2

Sroup IGOS From® PTOE Y [P dd Soreent™ ] Peat Dad: ?;:i Haits®  ITRLITRG Asmounti®nce eimberse dmsut zm,fé;a» Blatusipayitrelats

s SO M Y s W 5] 805 | sosoly | el 1 i

e 3| i ™ sl i3 G L I

siop Tl i ‘ £y 5 R %

R o | ¢ i § i " g

s % s % gl S

s T 3 ] ol P 3 Y

ey T e 1 L i
. 3 3 A 3 Foor *

e I s ; s " g Y
S . el 13 ol 4 =T

inhusrsemsnt R 4 18.70] Totaf T B

i of patd 3rnoends]

Fieat Vs oo, oy Rl e

Opeg Gate:
Add Gater
Loy Date

& S Camlend T 0 T U Eahebt (el ] B

Cage Statug: p
Late tast Wolked: 3'1 £/200%
Print Page

1. If a request is currently open, clicking on the Provider ID # link saves all information on the
screen, and the selected request is displayed.

2. If a request is open, clicking on the Add New Request link saves all information on the
screen, and the user is enabled to enter a new request.

3. If arequest is currently open, clicking on the Save Case button saves all information on the
screen and keeps the current request open.

4. Click on either the Prev (previous) or Next link to save any new claims or update any
existing claims that have been saved and are currently displayed on the screen. If claim
entry exceeds ten claims for one request, the Next link is activated.

, After any save method (except for <Prev Next>), the request is displayed along with all other
. requests in the List of Requests box.
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5.11 Complete Case
A case remains in Open status until the Complete Case button is selected. A prompt occurs to
notify the user that the case will be closed.

| %«%’j e yoi e you want o Complete this Case?

Attempting to Complete Case:
If you attempt to complete a case that has outstandmg issues, the case is not completed and the
following alert is displayed:

Lase #276
Case Parish: sot Availeble

“he cis 455 ot completed bucsuie sorve harges Were detested since The 189y 5avy, P ass save the changes. Al savicy e DWnaE TR teve TR DE SOT PRI

Other conditions that return an alert include:

1. No Save — Closing or completing a case without saving changes. (An alert explains that the
case was not completed and you must save changes first, and then complete the case. )

2. Total Reimbursement Amount > Paid Amount — Closing a case in which the total
reimbursement amount is greater than the paid amount. (An alert explains that the case
was not completed because one of the request’s reimbursement amounts was greater than
the request’s paid amount.)

After successfully closing an open case, additional sections are displayed below the List of
Requests box:

e Checks (If the total Reimbursement Amount is > 0)

o Letters

e Add Additional Notes
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Recipient Reimbursement

Case £356

Case Farish: Not Available

NN MNNNNNNNGR
#1011971
8101 MEDICAID BOAD

1,A 700800000

MEDICAID. LAY
fiyiidin
171872005

BECIPIENT, MEDICAID
4107 MEDICAID ROAD

FEDICAID, L& TO000.0000

RECIPIENT, MEDICAID

Click to
view claim
details fora
Request.

wayae Fhnns §

Reimbursement Perind:

Edit Dase

17172005 thra 12/31/2020
27172088 thra 573172001
742572000 thra 87972000

SISEEIRIEN

List of Reguests )
These gy a list of all entered Reguest
Clamas . Thay are lsted by Provider 18, To

1575620

®rifeasions!

vipwlepdate the claims, click on the
provider 10, To Delete o list of Requested

Total

Clasng, tlick the delets link,

Check:

Reguest Type 3&%4:3(# Check Rinaunt | fieguest Date

oy SRS L bl

Date GEDE LD gy
Acdounting Check Date

Requesi Btalug

Aderinistratiung

Fayment

$2.56{ 372142

Additional
sections

Poguest

Hat Meaded

Caroei Cheni

! Cancel Case i Agdnsat Case |
fimgngdfw Yerzo0s Case Stat idered
ypen Dates BELI20DS Sase S §. COnIIGeL
oee b T1rs008 iawd aat; 1r c? ki {f Sm
Close Date: D5 " C105¢€ €r CHCKI,
Case Statuss #d - Payment Cutstandin o ; g
Cate Lt workagiizorszaos ‘Complete Case” button.

Case Status:

Print Page

A case cannot be completed until displéyed claims have been saved and no

changes have been made.

A case cannot be completed if the total payout on any request is greater than the

amount paid on that request.

Denied — Total 0: Case status if the reimbursement amount is 0.

o A denial letter shows in the table below the Letters section.

Closed Payment Qutstanding: Case status if the reimbursement amount is greater than 0.

e A payment request is generated for the amount of all the recipient reimbursement claims
that are selected in the grid.
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o The case is closed.

e The check shows in a table below the Checks. Sec’non of the detail page.
If the check requires administrative approval because 1) it's over the average check amount,
2) it is the second check written on a case, or 3) one of the claims has a price override, the
check will be held until it receives administrative approval. If approval is given, the case
remains in Closed Payment Outstanding Status If approval is denied, the case will be in

Open status.
e When a check is sent, a letter shows in the table below the Letters section.

Closed Paid - Check has been reconciled by accounting. This will probably take 1-2 months.

Cancelled — Removes all claims from the application and MMIS duplicate checking as if claims
were never filed. If a cancelled case has outstanding requested checks, they will also be cancelled.
If you try to cancel a case that has outstanding sent checks, the application will not be able to
cancel the case until the checks are marked as voided.

5.12 Closed Case Detail Screen
After a case is closed, click on a Provider ID in the List of Requests to view the claim details. Ali

claims for the specified request are displayed in a non-editable format.

List of R?(;x;e\:’ts
'!hés-y are & st of ol en

e 9 st of Requested
delete link,

gm{m Huanbey W Claim Type:
>psengagie e 1880 11878672 Frovidor Sabiress 2309 £ MAIN ST/R1E 500

NEW IBERIA, LA Z0LHADB-DI0N
Brovider b WERR KELSEY AMD i*a“;;-u&%m Fhm N mbe w14 &37 364 238?

- . g ‘ p ‘ . mag . Kmmhurm ‘ ', g N
Graup (D05 From [ TOS | Pasd Ampunt [ Prae Code Cade | NS ERic I?L{Jvemda price 1o anit Frice Override [Slatus [Pay

15842008 {03 Cgznigaivéans FYEe R : $82.001 $85 .52 $3.85 wahid -I,‘i)
"

o Frgy B yia

¢ Total Relmbursemant Calowlation: ¢

geimbursemem Reguestn;

Date Sent oo ot mote e R — —
Brcounting theck Date  [Request alus | admisistration

Begugst Bt Woaded

Canvet Case ; Adiust Tase |

5.13 Checks
The first check request is generated automatically after completing a case. The Request Type

(Payment or Void) is displayed along with the Request Status.

27
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Request Status

e Requested —not in the Accounting system yet.

o Pending - in the Accounting system !

e Sent— received an update from the Accounting system w/ date cut and check number for
payment, or an acknowledgement for a void

e Clear — received an update from Accounting w/ date check cleared

e Void ~ received an update from Accounting that the check has been voided, voids will not
have this status !

e Cancelled — checks/voids receive this status if the check is cancelled when in request mode

5.13.1 Request Status - Request (Check)
A check generates only if the entire case Total Reimbursement Amount is greater than $0.

Total Reimnburserent
Amount displayed in
the Last of Requests.

Listof Reguests

These sre & list of all entered Request
Claims, They,ane listed R Providas [d, To J 1082543 §Le000
vigw update > S we $ 100
pravidar 1D. 'Ihc ChCCk section 1687062 pharrnacy $i0o0.00
Claing, i’:{i}ﬁ app cars in table that Totak 1.«;29;0.00 $51.00

Jl tracke all payments.
Check:

Reguest Type [ Check # [ Theck Amount

Peofe sxicasl

o

Date Sent to Requist Status | Administration

Request pate K ouuntin
g A check request
| accounting has not
| picked up yet can
B still be cancelled.

Chaeck Date

Payment 481,001 ¥37/2008 Mot masded sancel Theok

2.send eheck dick Send Chech Button's Gvetable.

Additional Motes: Add Addirionsi Notes

Date Note
WLF2005%
% a0 suotienal notes dod AaAioos

5.13.2 Request — Administration Approval

If payment requires administrative approval, the check is held until it receives the approval. The
three types of Administrative approval are:

1. Requested — Amount: If a payment request exceeds the normal amount.
2. Requested — Reissued: If it is the second check written on a case.
3. Requested — Price Override: If any claim for a case has a price override.
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Displays the type
- of Administrative
. Avporoval

#
fheck Bate | Regaest Stekus| Sdmindstration K‘

arcounting

foguastad - Arewunt

Administration:
Approved — the case remains in Closed Payment Outstandlng Status.
Denied — the case is in Open status.

This will change depending
on appmvc o dcm

ﬁéminéstratm}y

13 st i?ate Sent to
i
A £ Theck Date) R‘équest Sratus

Gravted )’ ¢ ancel Ohenh

5.13.3 Request Status — Cancelled (Check Request)
A check request can be cancelled only before Accounting has picked up the check.

Send Check o;mo::x appcars :

Request Status: Cancelled.

Check: Send Chark i

" o 3 e - mmsmntm oy ) b B g o e b 1 S ke b

Request Type{Check ¥ Check Ampunt] Reguest Bate Accounting Lherk Date | Request St‘iy Administration
Feyment $81 .08} 341972008 Cancalled Not Haadad
‘ T senil check dick Nend Cheok Button abave febie, e R R S B TR T

To generate a new check request, click the Send Check link; a confirmation window is opened;
click the OK button to send the check.

5.13.4 Request Status - Sent

If Accounting has already picked up the check and it has been cut, the check cannot be cancelied.
Instead, the check must be voided.
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Check:

oot

SGUESE Tyoe;fheck &

Check #is displayed alomg with a
Date Sentto Accounting,

ﬂiﬁmck Srasunt

Check Date

Reqguest Stajds

With 2 request status of *Sent’ the
“Void Check® option appears,

Admninistration

X

Fayment

PEPp

3R 2005

Rent

Mot Neadsd

woud Cheok

Date Sent to
Reguest.DMe frrounting
FHEO0% 3200
St

o eng check Tick Send Check Bubon Above table. .

After a sent check has been voided, the Request Type is ‘Void’ and the Check Amount, Date Sent
to Accounting, and Check Date fields are all cleared.

Check: Send Check

}

)

(R el : Chick to cancel a void
Request Type Check #1Check Amnunt!Request Date z::zg:g;;“ rheck Date| Bequest Status | Adubrrsranms \
Payment 12323 $329.62 | 3/3/2005 /32005 3/3/2005 | Sent Not Hesded
Y 12323 $40.001 32372008 | Sent Mot Nesded Canesl Yoid
T vend [Hetk click Cend check BUXton above table. T -

in the event that the void was a mistake, click Canceli Void and the Void request will be cancelled.

LCheck:

fequest Type | Chack ¥ Chedk Amount] Request Date g:ﬁ?’j&’;:;‘? fheck Date | Request Status | Administration

Paymant 12323 $309.621 37372005 37342005 5/5/200% Rent Mot Meedid woid Chack
isid 12323 $0.90 Cancetind tiot Nesded

5.13.5 Request Status — Void

If a check has been voided, another check can be requested for the case by clicking the Send

Check button. When a check void has been confirmed through bank reconciliation, both the check
and void request have status set to ‘Void'.

Check: Send Check

Request“{yge Check #1Check Amount ‘Réiwast Date g::z::gg;g Uheck Date Request Status | Administration
Payment 8% $101.061 37372005 34372008 37542005 Youd Mot Heeded
Youl 855 $0.00 13711720058 ! Yead Not Needed

Mo send chack chel Send Check Button above table,

5.13.6 Request Status — Pending |
if a check is pending, it cannot be cancelled or voided, and the Send Check option is not available.

Check:

Check Amount

Reguest Date

Date Bent s
Accounting

theck Date

fequest Status

sdministration

$:24.95

Fayroent l
’5 o send chedk click Send Check B

3/11/200%

3/22/200%

Pending

tat Headed

b

stabls

t :
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‘ 5.13.7 Request Status — Clear
When bank reconciliation shows that a check has been cleared, the check status is set to clear.
Shown below is the screen when the checks have been cleared through bank reconciliation. A new
check cannot be requested, and the check cannot be voided or cancelled if a check has been
cleared. ‘

Check:

Request Type |Check #|Check Amount| Request Date §$§§i§?§;ﬁ Check Date | Request Status | Administration
Not feeded

72 Clearsd

5.14 Letters
A list of dated letters regarding a case is displayed in the letters section. This section is available
only after a case has been closed. A user can generate new letters at any time by clicking the
Send Letter link or view existing letters by clicking the View Letter link.

| !

L Click 1o view letter

Raragee Fank Dot
~afnzve vrint Uats

Lothor Date
éfw -uvb

Yiow Lotter
i w e

DEFARTHENT OF HEALTH & HOSPITALS
Mediems Program
Notise of Revipient Reimbrarsement Deciaipn

ety 2t Eic I 2 20 W Aperees
pigcaed & o e R TRIVERE W WDy | Iades

[ERr qaf3 popk @t

If the letter was not printed, the option to remove the pnnt date is available by clicking the Remove
Print Date link.
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I 1 ‘ .
. L ettere: Send Lottar @ 1 Click to generale a new letter. ; i . o . -
: Click to remove the print date.
Lotker Date. : yigor Letter Frint Pate Remave Pring Gate |

47304 intonte o

g

5.15 Print Pending Letters
To access the Pending letters queue list, navigate to the Queue screen and click on the Print

Pending Letters link.

LieLe e ——— s Lo ad Cases Ooen 2 peading letters
Q e 1e * ases Tou Werked Today ¥ Assigred Cases Cacﬁ . 8 Print Pending Latters
Total Worked Todaxi 47 #Assuned Casas Mearing Turnaround Tuve: 1
Last Worked Cass: 212 Tatal Open Cases: 39 Click for Pending

Letters sereon.

The Print Pending Letters screen is displayed. This sbreen displays a list of all letters that have not
been printed for checks that have been cut. This allows users to print those letters without having
to open the entire case. The print date is stored in the database.

Print Pending Letters

Click to view letter.

Letter Date

Case ¥

Fiew L altore

e Wigw Latipr

Views Latler

$rint Baye

5.16 Add Additional Notes :
A list of dated notes regarding a case is displayed in the Additional Notes section of a case. Users
may add new notes into the section by clicking the Add Additional Notes link.

Click to add notes.

Additional Notes: dd aAdditional Note

Barthay

Date Nate
332008 Dase was Cormpleted ps Click to save
BARTEL ki Sent Letter 23 of cancel.
3AGL00E Tart Letter FRDULHS
322008 Check Nurbsr 12323 Yoided 1 8

Faymﬁnt ﬁaqu&ft Cansalisd a

Certain actions performed on a case will cause the Additional Notes section to open for

entering case tracking information.
. Prefabricated entries are written that correspond to the type of action being performed.
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. These notes are not required and therefore an option to cancel or save is at the end of the line.
The preexisting note can have additional notes added to it or removed completely to allow a

user to enter what they want.

Note:
e |tis very important to save all notes and remember to enter notes any time a case is
modified
e Upon saving a note, the entry date is saved and displayed along with the name of the
user.

5.17 Case Edit Screen

After a case has been added, pressing the Edit Case button allows a user to make changes to
selected case information. Recipient ID, Case Parlsh:, and Payee Information are the only
modifiable information. If a claim has been added to the case, the Recipient cannot be changed.

Ravipient Reimbursement

Cangn S8

Lo Rama et Faitibles
N, WY & ot webids
AKMMERI LB FE FLILTAE ey u:unam
el Hizox s el
e Ren, u PREGH sg;{msa £ mi égﬁm
LAV et {" iy BEA0F 2T
SIETFRUE w;ﬂa&; «wuswim

EHCER, G
TEX dovdi whowny
FARER EWRGD, S0 XN

Click to Edit
Recipient ID, Case
Parish, and Payee
Intormation.

Rt N Rngesp i §RHY W1

{’Wev ®exenyr
o ¥BE .

B ey b
Y

b omegaal L SR Lo gy

v Foine Baidin”
O
¥ SO RN TR

iatis

3%
UERPEREF

X Eregriveti B

The only editable fields on this screen are Case Parish and all of the Payee information. The
Recipient ID, CCN, and SSN are displayed but not editable.

|
| ‘
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ﬁNiS‘i’S Racipient Reimbursement
Rebralsargensent

Reimbursgmant Poviad

Cane Trarkinmg

RECTPENT, MEDICALD
NI NP

Spgrnn 3 b
. 91831971 ;

oo 0101 BEDICAID STREET K200 thre 320817026
Reprts MEDICAID, 1A 76008,
Hakp P13 isane
LRI B Thigsn Pasigh “
i3 ad L N 5

o Fayer First Mo MEDICAID Payee st taras:  RECTPIENT

fapes A s G10Y MEDICATD STREET  Paves Phane &

Fayes Addressdy

o of ERD's opened by user
LH of RRP s opened by system
Cage total opened RRP's and user reported REP's

s Ligyy

Fogr tiunhes o Tvern e
Lot Lo R N i Sesteon

Hystem BB w

‘Ease Yot KEP S

Click to populate Reoiprent Info tnto zny or
alf blank fields in Payes section e

If the recipient and payee have similar information, type in the Payee information that differs from
the Recipient information and click the Populate Recipient Info button. If the recipient has had

previous cases, all previous payees are displayed in a dropdown.
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. 5.18 Footer 1

Information for each case is displayed in the footer at the bottom of the screen.

L e Razipinnt Reimbarsemant

‘ Footer Information o Last Assigned: -- The Specialist

Last Assigned: ! grevncl)utslél aslsg?tehd to the ﬁaseb.

Assigned To: RRAdmIn - Admin, RR opu _a ed only It the case has been

Received Date:  4/12/2006 12:00:00 AM ~ reassigned at least once.

ggdenDthe: jﬁgﬁggg g:gu:nu AM e Assigned To: — Program Spegcialist who
ate: 2/ 129:57 &AM : i i "

Close Date: 6/13/2006 12:27:00 PM originated the case, or in case of re

Case Status: Adjust assignment, the current person assigned

Date Last Worked: 6/13/2006 12:35:28 PM ~ tothe case.

Date First Worked:4/12/2006 8:29:57 AM o Received Date: -- Entered by the case

worker upon adding the case. This is the

date the case worker received the case,
not the date it was entered into the
system.

¢ Open Date: — The date the case was
first worked by the assigned Program
Specialist

¢ Add Date: — Date the case was entered
into the system

« Close Date: — Date the case was closed

s Case Status: — Current status of case

« Date Last Worked: — The last date that
the case was worked.

¢ Date First Worked: -- The date set
once an action is taken on the case.
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5.19 Adjust Case ,

After a case has been closed, entire requests and individual claims can be removed from the case
so that they are removed from the application and MMIS duplicate checking as if they were never
filed. ‘

Open a closed case detail page.

Chetk %ﬁl&etk Heguest
E (Amonst Dade

TDate Sent
%ta | Hdministration
H c pate |

3 Accounting | !

Suprave S
Doy

12/11/200% )
ey

Moty Austlinr

Serst Lolter suilv

R B :
! Cantel (ase Mi U Adjust Case !

Click on the Adjust Case button at the bottom of the Closed Case

The case will open in adjust mode to allow deletions. Case status is changed to ‘Adjust’.
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3350 of Reguesit

Thesé Fop 3 Gel of ol eptered Renasst

R + dr hgted By Srbeded 4. TH Fogea
e e 3, 2k ® -
g Redueited §Tau | i 1esoea] 36503 i
< igie,
R idd Nevs Repaest {BRP-RY
bors ok Tyoor

ey

£ OBPRGE-HGOVER GARTHA & 40

P

e

B va

e Shsae e

BAIN ST R S

KicH

"y

¥res

i) G Pard N Fagthi o . § BNy PRV WL G o
1B Ao Prir Coge™ | o swrtone 10 é‘i N Nou T TRANURE LSt Iy vivadeqs IR AU PEREORE
BN I8 | ly 008G WY s eyt gl Mg Wy ;
s 118y 10908 Laois P L 3 Sesens  esely
3 ) : 3 : s
§ 4 s
3 s - -
s " To adgust an mdivdaal claws.
p : : Rplent the Requs
: = : Pt a Chee
[ I B ¥4
i Approvalidenal notes wmay be personalized. by pey woubd ke to adus
H i

Notes:
[ ]

Additional Niste: 8dd Additional Nuoss

St Spproval{enial Nistes

FDate

as

Sk

Date Author
RIS Hand To Dats fodiy Fer
SIBI200% TSert Yo Dty Botre

Dty frdre Corptetol

3 Song Yeluta By §1 Sawwr £ pex i

RIS
R

Beint Page,

Once a case has been completed, additional ¢claims or requests CANNOT be added.

If a case is in adjust mode, the only action that can take place is delete.
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6.0 Search Screens

All search screens open in a new window. The search window remains open to enable you to use
the search screens while working on a case in the main screen. However, anytime you click on a
Case # link, the current window closes and the case opens on the main screen.

6.1 Recipient Search
From the Navigation menu, expand Search and click on the dropdown Recipient.

Recipient Search

Recipient 1D, CEN, or SSN: | ' T Reciplent Parishe  Choose Paris

Fr fcpert ]
i

Ififa”’w § ]

Recipient First Name: Recipient Last Name: |

A Recipient Number, Name, or Parish is required to pérform a search. If a user attempts to perform
a search without at least one of these fields, a validation message will occur.

- Pleass ingit & valas I sihier the Recipient Mumber o thes Recipient Name, Reciert Parsh can be searihed of by el or arth b the ¢

1D or Recpient Nang

A—

AN i

B

Recipient Name Search
e Perform a search based on either a Recipient First Name or a Recipient Last Name, or a

combination of the two.
o The Recipient List Screen will display all search results that meet the criteria.
o If you don’t know the recipient’s entire hame you can perform a search based on the
first two or three letters in the First Name and/or Last Name fields.
For example, if 